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HE attempts at the investigation of the 

functional capacity of various organs have 

yielded profitable results, and the literature 
of the past decade is replete with suggestions for 
such examinations. The question whether there is 
such a phenomenon as a functional disease of 
an organ without some underlying structural 
pathology is a mooted one, and the preponder- 
ance of opinion seems to be that there can be 
no derangement in the functional activity 
without some inflammatory, neoplastic, or other 
process as a causative factor. Nevertheless, the 
poor functioning of a certain tissue may be due 
to some pathology in a neighboring tissue and 
not in the organ itself; for example, gastric 
derangement is recognized as a common manifes- 
tation in appendicitis, gall-bladder disease, and 
structural diseases of the colon. As Stockton 
says, “An unprejudiced view would seem to 
grant that a disordered nervous system may at 
times give rise to cardiospasm or pylorospasm, 
but the warning should be kept in mind that we 
should seek the cause in some marked irritation 
at or near the abnormal contraction.” 

The purpose of function testing is of double 
significance. If we assume that a derangement 
of activity of a certain gland is the result of 
some structural changes in that gland, the 
finding of such lessened function will give us a 
clue to the diagnosis; for instance, if we were to 
find that the functional activity of the pancreas 
is below par, we may assume that there is some 
pathological change in this gland. So also with 
the stomach, intestines, etc. On the other hand, 


granted that there is a diseased state in a special 
organ, for example, the liver or kidneys, what 
is the functional capacity of the organ? A 
patient that has chronic hepatitis or chronic 
nephritis, may still have enough functional com- 
pensation to carry him through many years of 
life. From the prognostic and _ therapeutic 
viewpoints, therefore, it is essential to know just 
exactly how much we can expect a certain organ 
to perform. 

It is the purpose of this article to review at 
length certain tests that have been suggested 
for examining the functional activity of the 
stomach, pancreas, liver, and kidneys. Especial 
emphasis will be placed on those procedures 
which, in the author’s hands, have given the best 
results, and an endeavor will be made to so 
describe these tests that those unacquainted with 
biochemical technique may form an idea as to 
the conduction of the tests. It is regrettable 
that in a number of instances the name of the 
author has been used to designate the test 
which he has devised. In order to avoid such 
undesirable nomenclature, each proper name of 
the test will be followed by the name of the 
chemical process on which the test is based. 


STUDY OF GASTRIC FUNCTION 


Until about three years ago, it had been the 
custom to administer to the patient a certain 
test diet and after allowing it to be digested in the 
stomach for one hour, to remove the gastric 
contents and analyze it for the various constit- 
uents. Such a test diet, as the Ewald white 


1In the May number of this journal, Doctor Kahn will discuss Functional Tests Pertaining to the Liver and Kidneys.. 
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Chart 1. Acidity curves of normal human stomach. 


AA, normal free acidity, isosecretory; BB, normal total 
acidity, isosecretory. 


bread and glass of water diet, is especially pop- 
ular. This method of investigation is very well 
known and I shall not discuss it fully. In my 
opinion the results of an Ewald test meal analysis 
have but limited significance. Attention should 
be paid to the results if a marked hyperacidity 
is observed; report of a “normal acidity” or a 
hyponormal acidity may or may not have any 
special significance. I shall dilate upon this 
question when I discuss the Rehfuss fractional 
study of the gastric digestion. 

Rehfuss fractional test. In 1914 Rehfuss 
described his method of studying gastric secretion. 
He devised a tube by which it is possible to 
follow the entire cycle of gastric digestion with 
practically no discomfort and by which it is 
possible at any given moment to draw off any 
quantity of the juice desired to perform the 
necessary chemical examinations. The tube is 
inserted immediately after the patient has par- 
taken of an Ewald test meal, and specimens of 
gastric contents are withdrawn every fifteen 
minutes. This collection at tifteen-minute inter- 
vals is continued until the close of digestion, 
which is marked, as Rehfuss, Bergeim, and Hawk 
have pointed out, by (1) the failure to aspirate 
any further material; (2) the character of the 
preceding specimens; (3) the character of the 
murmur elicited by inflating through the tube 
and auscultating over the stomach, thus making 
sure that the stomach is empty; and (4) lavage, 
which enables one to determine the presence of 
any food residues and their quantity. For the 
purpose of the chemical analyses, about 6 to 8 
ccm. of the gastric contents are sufficient. The 
results of these examinations are plotted, the 
abscissa being the number of minutes at which 
time the gastric contents were removed and the 
ordinate being the number of ccm. of decinomal 
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sodium hydroxide solution necessary to titrate 
the free acidity and the total acidity of the gastric 
contents. 

The normal curves that may be obtained are 
of three types, according to Rehfuss and his 
co-workers: 

1. The “‘isosecretory” type shows a steady rise, 
high point, in terms of tenth normal sodium 
hydroxide, 40 for free acid and 60 for total acid, 
usually sustained for from half an hour to an 
hour and then a gradual decline with total 
disappearance of the food residues in from two 
to two and a half hours (Chart r). 

2 and 3. “Hypersecretory” and “hypose- 
cretory” types are, in my opinion, distinctly 
unusual curves in normal human stomachs. 

“The ‘hypersecretory’ type shows a rapid 
response to stimuli, often a marked change in the 
acidity even of the five-minute samples, rapid 
increase in acidity, high point from 70 to 100 
or over, either sustained or abrupt, and a slow 
decline or none at all in the usual time. The 
food left the stomach in normal time from two 
to two and one-half hours, but even after the 
passage of all food material there was often 
encountered an outpouring of pure gastric juice 
for half an hour, one hour, or even several hours. 
This finding, which was obtained in many cases, 
is so pronounced and distinct that we call it 
continued digestive secretion in countradistinction 
to hypersecretion because it occurs in normal 
symptomless persons. This type we call the 
‘hypersecretory’ type because of the general 
tendency of the acidity to assume exaggerated 
proportions” (Rehfuss, Bergeim, and Hawk). 

In my experience such curves are not to be 
met with in symptomless persons. 

The “hyposecretory” type shows a slower 
ascent than the isosecretory curve, a slower 
response to stimuli, and a high point from 40 
to 50. This type is rarely met with. 

It is in the change of function due to gastric 
disease that the gastric analysis curve is of such 
great diagnostic aid. From this curve we can 
obtain information which a single analysis made 
one hour following an Ewald test meal could 
never yield. I can not do better than quote the 
conclusions of Rehfuss as to the limitations of 
the usual Ewald test meal analysis: 

“1, It is impossible to interpret the figures 
obtained by the examination of the test meal 
removed in one hour by the usual technique. 

“9. The one-hour period represents but one 
phase in the constantly changing cycle of gastric 
digestion. While it is true that in a certain 


proportion of normal cases the high point is to 
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be found at the one-hour interval, this is byno |” 
means always the case, and pathologically every 4o 
deviation from this type may be encountered. ra =e 

“3, It is impossible to judge what has pre- ge ay 
ceded or what will follow this point, data abso- /h 
lutely necessary to a complete understanding 7 TS 
of the case. 5 

“cc 

4. Delayed digestion, many forms of hyper- 7 wT 

acidity, hypersecretion, symptoms of early ca- IA 
tarrh, occult bleeding, are in many cases entirely l Si \ 4, 
overlooked by the customary examination. ye 

“5. So-called normal figures at the one-hour I? “ 
point cannot be interpreted in the light of a single “i Bi / * 
isolated phase examination. They may mean oe 4 
(1) a perfectly normal curve; (2) they may be y, 3 
followed by a marked hyperacidity, hypersecre- 
tion, and motility disturbances at a later period; i 
(3) they may be only one point in a continued Mints jo 6 90 WS 1 


high acidity and hypersecretion such as is en- 
countered in obstructive cases; (4) a form of 
larval hyperacidity (Chart 2). 

“6. Hyperacid figures may be part of an 
abrupt rise and equally rapid fall, or they may 
be part of a sustained persistent hyperacidity 
accompanied with marked hypersecretion and 
evidences of beginning or pronounced motor dis- 
turbances, factors impossible to demonstrate by 
the ordinary examination. 

“7. Subacid figures may be part of a general 
subacid curve, or they may mean a simple delay 
in digestion with its complete evolution at a 
later period. Finally, by no means rare, subacid 
figures at the one-hour point may be followed by 
hyperacid figures at a later stage in digestion. 

“8. The ordinary method can give us evidence 
of nothing but the crudest anomalies in motor 
function. The fractional method enables us to 
determine precisely the end-point of gastric 
digestion. 

“9. In the studies of the complete gastric cycle, 
every form of secretory and motor disturbance 
has been found. The symptom like the actual 
motor secretory disturbance by no means respects 
the hour period and may be found depending on 
the nature of the case at any point in the gastric 
cycle.” 

The curves that may be obtained by the 
Rehfuss fractional method in gastric ulcer, duod- 
enal ulcer, and in gastric cancer are rather typical. 

In cases of gastric ulcer the ascent of the curve 
is rapid, and may reach its maximum before 
the hour or a little after. The high point in the 
free acidity may be between 60 and 70 and the 
totalacidity between tooandtr1o. Thereisthenin 
a gradual or sudden decline as the stomach 
empties itself. Blood may, of course, be found in 


Chart 2. The inadequacy of the one-hour gastric ex- 
amination. The possibilities of the gastric curve with 
a normal acidity at the one-hour period. 1, hyperacidity; 
2, persistent hyperacidity; 3, continued hypersecretion; 
4, prolonged digestion; 5, larval hyperacidity. (After 
Rehfuss.) 


thefractionsremoved. The typical analyses of the 
secretion in cases of gastric ulceration, confirmed 
by operation, are given in the following tables: 


TABLE I 
Miss W, (Chart 3) Mr. M. 
Time Free Acid | Total Acid | Free Acid Total Acid 

15 minutes 38 74 28 46 

30 minutes 54 go 50 60 

45 minutes 60 100 52 80 

60 minutes 64 112 54 84 

75 minutes 42 90 64 go 

90 minutes 32 88 65 95 
105 minutes 32 715 4° 7° 
120 minutes 28 60 24 44 
135 minutes 20 62 20 36 
150 minutes 10 40 empty empty 


In duodenal ulcers the ascent of the curve is 
gradual. The height of the curve seems to be 
reached when the stomach is emptying itself, and 
the reflex irritation of the food passing over the 
diseased duodenum stimulates the secretion of 
the gastric juice. Table II shows the result of 
the analyses by the fractional method of two 
cases of duodenal ulcer, confirmed by operation: 


TABLE II 
Mrs. B. (Chart 4) Mrs. F. 

Time Free Acid | Total Acid | Free Acid Total Acid 
15 minutes 6 4° ° 20 
30 minutes 14 54 12 32 
5 minutes 18 60 32 40 
minutes 28 80 38 56 
75 minutes 4° 90 42 68 
go minutes 34 84 48 82 
105 minutes 100 5 80 
120 minutes | 102 br 98 
135 minutes 110 112 
150 minutes 98 118 98 116 
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It will be seen from these analyses how ineffi- 
cient the ordinary one-hour examination would 
have been. The report would have been: total 
acid 56 and free acid 38 (Mrs. F.), and the con- 
clusion would have been reached that this was a 
case of hypo-acidity, and one would begin to 
suspect stasis, malignancy, etc. In reality, the 
fractional method shows this to be a case of hy- 
peracidity, pointing toward a duodenal ulcer. 

In pyloric carcinoma, the curve that is usually 
present is the following, in my experience. The 
free acid is either entirely absent or rises to a point 
between 10 and 15 after one hour. The total 
acidity, may on the other hand be normal or even 
above normal. The following analysis of gastric 
carcinoma, confirmed by operation, is rather 
typical. Blood and lactic acid were very heavy: 


TABLE III 
Mrs. C. (Chart 5) 
Time Free Acid Total Acid 
° go 
BOS MINULES... 10 100 
MINUEES. 5 go 
TSS MINULES. .. ° 84 


In carcinoma of the cardiac end of the stomach, both the total and 
free acids are low due to lack of obstruction. 


In my opinion the analyses of the gastric 
secretion by the Rehfuss fractional method yields 
results of great significance and of distinct aid 
in the diagnosis of diseases of the stomach and 
duodenum. 

Reflex irritation due to gall-stones, appendici- 
tis, etc., may influence the gastric curve markedly 
and give results simulating ulcer. This must 
always be borne in mind. 


PROTEIN CONTENT OF GASTRIC SECRETION 


On the assumption that malignant disease of 
the stomach is accompanied by degeneration 
processes which liberate débris and protein matter 
into the stomach cavity, Salomon recommended 
a test which he thought was diagnostic of cancer 
of, the stomach. The theoretical assumption is 
in accordance with our knowledge of cancer in 
general, and the results reported by various 
observers would seem to bear out the theory. 
It must be remarked, however, that such diseases 
as gastric ulcer would also cause a gastro-albumor- 
rhoea, as has been demonstrated by several oppo- 
nents of Salomon’s test. 

Salomon’s method for testing the stomach con- 
tents for the albumin fraction is as follows: The 
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stomach is first carefully washed on the evening 
before testing, after a preliminary non-albumin- 
ous fluid diet has been administered for twenty- 
four hours. The next morning the stomach is 
thoroughly washed with normal saline solution, 
400 ccm., the same fluid being repeatedly used 
and then tested for the quantity of nitrogen by 
the Kjeldahl method and for the quantity of 
albumin by the Esbach method. __ 

Salomon found the nitrogen content in non- 
carcinomatous cases to be between o and 16 milli- 
grams per roo ccm. of fluid. His study of six 
cases of cancer of the stomach revealed between 
to and 70 milligrams of nitrogen per ccm., and 
the albumin content was between 0.06 and 0.5 
parts per thousand. According to Salomon a case 
is extremely suspicious of carcinoma if the 
nitrogen content is more than 20 milligrams per 
too ccm. of the fluid, or if the Esbach test gives 
a distinct precipitate. 

Wolff and Junghans modified the Salomon 
technique somewhat. They determined the al- 
bumin by the phosphotungstic acid reagent. 
They obtained very good results. Smithies 
found that the Wolff-Junghans modification is 
of decided value. Another modification of this 
test has been recommended by Goodman, who 
desired to eliminate the labor involved in the 
Kjeldahl determination. He analyzed the gastric 
contents for phosphorus. 

Katznelson studied the reaction of Wolff- 
Junghans in 21 cases of achylia and in 14 with 
various degrees of acidity, but all without blood 
to be detected in the stomach. He did not wash 
the stomach before giving the test breakfast. 
In 9.cases of malignant achylia, with complete 
absence of hydrochloric acid and total acidity 
not exceeding 16, or total anacidity as in 7 of this 
group, he found the albumin index between 200 
and 4oo. In 1o cases of benign achylia the index 
ranged from 20 to 30. In 2 cases of doubtful 
achylia, cancer probable, it was 100 to 400. The 
reagent is a mixture of 0.3 parts phosphotungstic 
acid; 1 part hydrochloric acid; 20 parts alcohol; 
and water 200 parts. They apply the test to 
a set of beakers containing the stomach content 
diluted in turn from 0.25 up to ro per cent. In 
each beaker one drop of reagent is superimposed 
on the diluted stomach content. The index is 


the dilution in the first beaker in which no ring 
forms at the point of junction with the reagent. 
The albumin index is thus the figure representing 
the dilution: 10, 20, 40, 80, 100, 200, OF 400. 
In Katznelson’s cases, he thus found the albumin 
index in 9 cases of gastric cancer from 200 to 400 
—average 355. In his 1o cases of benign achylia 
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Chart 3. Miss W., gastric ulcer; AA, free acid; BB, 
total acid. 


it was only from 20 to 80—average 55. Hence it 
seems that an albumin index below 80 speaks for 
benign conditions, above too for malignant forms 
of achylia. As this test is so very simple it must 
be considered an extremely valuable method for 
differentiating between malignant and benign 
achylia. Cases in which even small amounts 
of hydrochloric acid are present are not suitable 
for this test, as there is liable to be considerable 
albumin in the stomach content. The index 
ranged from 100 to 400 in 14 patients with differ- 
ent proportions of hydrochloric acid in their 
stomach content although cancer could be posi- 
tively excluded. 

Siegel concurred with Salomon’s opinion, con- 
cluding from his own results that a figure over 25 
milligrams of nitrogen per 100 ccm. is suspicious 
of gastric cancer. Orlowski, Schittenhelm and 
Lowejs, Zirkelbach, Witte, and Schupfer are 
convinced that the Salomon test is of value. 
Gerster regards this test as useful in cancer of the 
lesser curvature without stenosis, unless the 
cancer has formed on an old ulcer, in which case 
the little hydrochloric acid present would digest 
the albumin present. Zirkelbach, however, is 
of the opinion that the minimum nitrogen content 
suggestive of cancer is 30 milligrams nitrogen per 
100 ccm. of the washing fluid. Berent and Gutt- 
mann, Romano, Minkowski and Yague have 
reported very unfavorable results with this test 
Goodman, on the basis of his findings with his 
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Chart 4. Mrs. B., duodenal ulcer; AA, free acid; BB, 
total acid. 


modified technique, concluded that: (1) In 
normal individuals and in persons suffering from 
diseases exclusive of carcinoma of the stomach, 
the Salomon test gives more than 20 milligrams 
of nitrogen per 100 ccm. of wash water; (2) not 
all cases of gastric carcinoma reveal more than 
20 milligrams of nitrogen — the absence of ulcera- 
tion is probably responsible for this; (3) the test 
is by no means pathognomonic and can be 
considered as contributary only to the other 
symptoms; (4) the phosphoric acid of the wash 
water of a non-carcinomatous case is less than 
10 milligrams per 100 ccm., whereas in cancerous 
conditions it usually exceeds 10 milligrams. 

Clarke and Rehfuss analyzed the gastric con- 
tents after an Ewald test breakfast for p-otein, 
using the fractional method and tabulating their 
results in the form of a curve. They arrived at 
the following conclusions: 

1. The gastric juice in health shows definitely 
a protein content of very low degree. 

2. This content is increased in disease by the 
addition of an exudation of protein material from 
inflammatory, ulcerous, or carcinomatous mucous 
membranes, or by the addition of partially digest- 
ed and retained food residues, or the swallowing of 
protein material such as certain forms of sputum. 

3. Bread and tea alone, following the compo- 
sition of the Ewald meal, will show in the absence 
of any pathologic factor a definite amount of 
protein corresponding to the curve or the digestive 
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Chart 5. Mr. C., gastric carcinoma; AA, free acid; 
BB, total acid. 


power of the juice secreted. A mixture of macera- 
tion of bread in tea will show a protein content 
of 1:20 to 1:30; if the mixture is acted on by an 
artificial gastric juice in vitro the protein content 
of the juice rises steadily within the next two 
hours and may reach 1:320 in seventy-five 
minutes. In other words, there is a transforma- 
tion and liberation of soluble protein which may 
be demonstrated by the Wolff technique. 

4. The pathologic significance arises when the 
curve shows any marked deviation from this 
recognized standard, that is to say, when there 
is an undue concentration of protein out of all 
proportion to that normally found at that par- 
ticular phase in digestion. If, therefore, a marked 
increase in protein does not conform in a general 
way to the acid curve it can be definitely stated 
that the protein is coming from other sources 
than the proteins of the bread. 

5. An analysis of the protein would seem to 
demonstrate that normally it is of the nature of a 
proteose, but in inflammatory or ulcerative con- 
ditions it is probably serum protein removed to 
a large extent by saturation with ammonium 
sulphate. 

6. Attention is called to the interesting curves 
found in ulcer, many of which showed traces of 
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blood, several of which can be explained on the 
basis of protein retention, some of which must be 
explained on the basis of hypothetic exudation. 

7. In the differentiation of achylia and car- 
cinoma, they pointed out that the test was of 
value in direct proportion as the case approached 
a true achylia and the added factors (extrinsic) 
such as swallowed pus, bleeding, and protein 
residues could be ruled out. They likewise 
pointed out that the one-hour point was insuffi- 
cient for examination and that the characteristic 
for carcinoma in these cases is a divergence of the 
protein curve out of all proportion to the acid 
curve. Infected catarrh, hemorrhagic erosions, 
achlorhydria, hemorrhagica gastrica, may give 
high findings, but they do not have the tendency 
to give a steadily increasing protein content. 

8. They believe that a study of the protein 
curve may yield information of the greatest 
value, provided that all the precautions have 


been observed. 


In interpreting the protein findings the fol- 
lowing points must always be remembered, that 
there are extrinsic sources of protein: These 
may be (1) blood; (2) the presence of pus either 
intragastric in origin or swallowed; (3) the end- 
products of protein digestion still in the stomach 
through atony or obstruction; therefore stasis, 
lack of motor tone, or actual obstruction may 
unduly increase the protein concentration, all 
of which are removed by emptying the stomach 
before administering the meal; (4) a possible 
exudation of lymph or serum from ulcer; (5) the 
exudation from a malignant lesion. 


TABLE IV 
ALBUMIN IN THE GASTRIC WASHINGS OF NON-GASTRIC CASES 
Nitrogenmg.}| Albumin 
No. | Name Diagnosis in 100 ccm. | Parts P. M. 
I J. M. Diabetes 12.5 Traces 
2 I. B. Diabetes v 9-4 Traces 
3 N. R. | Pulmonary Tuberculosis 7-3 None 
4 F. M. | Fracture 5-9 Traces 
5 A. i Fracture 1.4 None 
6 S.H. | Syphilis 8.2 None 
7 A. K._| Syphilis 5.4 None 
TABLE V 
GASTRO-ALBUMINORRH@A IN CARCINOMA OF THE STOMACH 
Nitrogen Albumin 
No. Name mg. in 100 ccm. Parts P. M. 
8 Mrs. W. 69.8 0.8 
9 M. W. 52.6 °. 3 
10 F.C. 71.5 °. 
Ir S. G. 47.9 0.8 
12 E. F. 33.2 0.5 
13 M. G. 44.8 0.7 
14 Z. H. §t.2 0.6 
15 A. T. 2.4 0.5 
16 D. S. 7.4 0.9 
17 E. M. 62.8 0.9 
18 Ww. i 32.5 0.8 
19 A. H. 27.9 0.6 
20 G. T. 35-5 ©.75 
G. F. 20.3 0.75 
22 J. L. 52.2 0.6 
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TABLE VI 
GASTRO-ALBUMINORRH@A IN NON-CANCEROUS DISEASES OF THE STOMACH 
Nitrogen mg.| Albumin 

No. Name Diagnosis in toocem. | Parts P.M. 
26 B. Gastric ulcer 25.5 0.2 
27 S. K. Gastric ulcer 32.4 | 
28 M. F. Gastric ulcer 41.2 °. 
29 M.M. | Gastric ulcer 33-7 0.3 
30 B. W. Gastric ulcer 35-9 0.5 
31 Gastric ulcer 22.6 0.3 
32 x Ss Gastric ulcer 12.8 Trace 
33 K. Cardiospasm_, None 
34 M. Acute gastritis 38.9 0.6 
35 Hyperacidity 12.5 Traces 
36 Katz Gastrectasis 3.9 None 
37 L. B. Tabetic crises 2.4 None 
38 Hyperacidity None 
39 L. K. Chronic gastritis 19.8 0.3 
4° Anacidity Trace 
41 Appendicitis 2.6 None 
42 Ss. ernia 2.4 Bone 

43 M. M. Intestinal stasis 4.7 None 


I have found the Salomon gastro-albuminor- 
rhoea test to be of distinct value in the diagnosis 
of cancer of the stomach. It will be seen from the 
accompanying table that the figures obtained 
in gastric malignancy were very much higher 
than the figures found in other diseases of the 
stomach. Care must be observed to eliminate gas- 
tric ulcer and acute inflammation of the stomach 
mucosa. A negative Salomon test is significant 
of a non-malignant condition. A positive test 
has to be judged discriminatingly. 

I wish to call attention again to the fact that 
ordinary, routine examination of the gastric 
contents after an Ewald test meal is of but little 
value as an aid to diagnosis of gastric carcinoma, 
as will be especially seen from the following 
report. 

Grahm and Guthrie analyzed the gastric con- 
tents of 150 patients suffering from carcinom 
ventriculi. They obtained the following results 
which I shall present in the form of a table: This 
shows how little reliance can be placed on an 
ordinary gastric analysis. 


Free hydrochloric acid present in............. 70 cases 
Free hydrochloric acid (no blood, lactic acid, 

Blood and lactic acid present in.............. 20 cases 
Blood and food present in.................4. 15 cases 
Blood and food and lactic acid present in...... 30 cases 
Food remnants present in...............0+5- 62 cases 


It is interesting to report here the work of 
Spencer, Meyer, Rehfuss and Hawk on the 
influence of duodenal regurgitation upon the 
chemistry and function of the normal human 
stomach. 

They employed fractional removal of the 
gastric contents by means of the Rehfuss tube. 
The experiments were all carried out on normal 
individuals whose last meal was that of the previ- 


ous evening. The residuum was then removed, 
and the material under investigation was intro- 
duced into the stomach. Samples of 5 ccm. of 
gastric contents were then removed for study at 
intervals of ten minutes. This was continued 
until the stomach was empty. The presence of 
trypsin and bile was used in determining whether 
regurgitation of duodenal contents had occurred. 
The authors found that trypsin is almost con- 
stantly demonstrable in the fasting and digesting 
contents of the normal human stomach. They 
found normal individuals of the high acidity 
type usually yielded low trypsin values, while in 
those of low acidity type tryptic power was 
marked. The latter fact suggested to the authors 
the possibility of tryptic digestion occurring in 
part in the stomach as a compensatory action 
in cases of low acid and pepsin secretion. They 
found that the introduction of 0.5 per cent 
hydrochloric acid into the stomach is followed 
by a rapid reduction of acidity to about o.2 
per cent hydrochloric acid or less. The fall in 
acidity is accompanied by a rise in tryptic values 
and by the presence of bile. The author’s 
observations of the action of hydrochloric acid 
and pepsin upon trypsin are not without interest. 
Most of their experiments were done with freshly 
removed samples, but they have found “trypsin 
present in samples having an acidity of 110 ccm. 


= KOH which had stood for eighteen hours at 


room temperature. Other tests have shown 
that trypsin seems but little influenced by the 
acid and pepsin in the gastric contents.” After 
introduction into the stomach of 5 per cent 
sodium bicarbonate solution, it was found that 
if a prompt secretion of gastric juice failed, the 
solutions were held in the stomach for some time 
and acquired high tryptic values and also under- 
went marked color changes. ‘The retention 
appeared to be for the purpose of reducing the 
alkalinity in order to render the fluid harmless 
to the duodenum, With weaker solutions of 
alkali the secretion of acid by the stomach and 
neutralization were more prompt. Furthermore, 
fluid escaped from the stomach into the duode- 
num before the contents had become acid, thus 
indicating that acidity of the stomach contents 
is unnecessary for the opening of the pylorus 
in man, though Cannon has shown that it is 
in cats. The authors incline to the view that 
the human pylorus is controlled from the du- 
odenum, acid fluid keeping the pylorus closed 
until the fluid in the duodenum is neutralized. 
In the human stomach, too, the authors find 
that weak sodium bicarbonate solutions have a 
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stimulating effect on gastric secretion and at the 
same time hasten the emptying of the stomach. 


STUDY OF PANCREATIC FUNCTION 

In an excellent review of the subject, Sladden 
discusses twenty of the more important methods 
for pancreatic examination, and he divides these 
tests into two groups: 

1. Tests of external secretion dependent upon 
abnormalities in the ferments of the pancreatic 
juice. 

2. Tests dependent upon other functions of 
the pancreas. 

In this review attention will be especially 
devoted to the following tests, which in the 
author’s experience have yielded significant 
results: 

1. Analysis of duodenal contents. 

2. Analysis of faeces for pancreatic enzymes. 

3. Analysis of blood and urine for diastase. 

4. Chemical examination of faces following a 
Schmidt-Strassburger test diet. 


ANALYSIS OF DUODENAL CONTENTS REMOVED BY 
EINHORN DUODENAL TUBE 


To obtain pancreatic secretion the Einhorn 
duodenal pump is used. This ingenious instru- 
ment was devised and perfected by Einhorn and 
has been used by him in many cases for collecting 
the duodenal contents. It consists of a vulcan- 
ized rubber catheter (one meter long) of narrow 
bore, to one end of which is attached a small 
perforated metallic capsule, and to the other end 
an aspirating glass syringe. The patient is 
allowed to swallow the capsule and attached 
catheter (up to 80 centimeters) at eight o’clock 
at night, deglutition being assisted by the drink- 
ing of a little water. At midnight, eight ounces 
of milk are drunk for the purpose of assisting the 
capsule to pass the pylorus during sleep. At 
6:30 a.m. the same amount of milk is again ad- 
ministered. This latter milk serves as a test 
meal. Two and a half hours later the contents 
of the duodenum are aspirated. The catheter is 
slightly withdrawn until the point marked 80 
centimeters is opposite the incisor teeth. At this 
point it is estimated that the capsule lies in the 
first part for the duodenum and opposite the 
points of exit of the pancreatic duct. Aspiration 
of the contents of the intestine is practiced for 
five minutes, the volume and character of the 
resultant fluid being noted. 

The contents withdrawn are assumed to be 
duodenal contents if: (1) a radiograph shows the 
tube in situ in the duodenum; or (2) if upon slowly 
withdrawing the tube, while aspirating, a distinct 


difference is noted between the contents obtained 
at the point marked 80 centimeters and the con- 
tents withdrawn after the metallic capsule is felt 
suddenly to enter the larger cavity of the stomach 
—s6 centimeters. When the capsule lies in the 
duodenum, one obtains in the course of five min- 
utes 10 to 4o cubic centimeters of golden-yellow, 
slightly acid or neutral, rather viscid fluid, with 
a more or less opalescent hue. This material can 
be aspirated only slowly. At first the contents 
present in the duodenum, to to 20 cubic centi- 
meters, flow easily; then under continued negative 
pressure one obtains slowly, as it is secreted, a 
few cubic centimeters more of clearer golden 
yellow fluid. This material enters the aspirating 
syringe drop by drop, or rhythmically, every 
20 to 30 seconds, with a rapid gush of 1 to 2 cubic 
centimeters of material. This latter phenomenon 
is probably due to a peristaltic acceleration of 
the secretions entering the duodenum at the 
moment and to the periodic expulsion of gastric 
juice (Crohn). 

The duodenal contents are then analyzed by 
the process followed by Crohn: 

Amylase. In every one of several test tubes 
is placed 1 ccm. of the fluid to be tested. In- 
creasing amounts, from 0.5 ccm. to 6 ccm. of 1 
per cent starch solution (Kahlbaum’s soluble 
starch) are added to the successive test tubes, and 
then water to bring the volume up to ro ccm.; 
incubation proceeds at 40° C. for one hour. 
The material is then tested by adding Lugol’s 
solution drop by drop until an excess of iodine is 
apparent. The last tube in the series which 
fails to react for starch is the tube from which 
the reading is taken. The number of cubic 
centimeters of starch solution in this test tube 
multiplied by the dilution (three) gives the 
factor accepted as representing the amylolitic 
activity of 1 ccm. of duodenal contents in one 
hour. 

Lipase. To 1o ccm. of distilled water are 
added 1 ccm. of the diluted duodenal juice, 1 ccm. 
of ethyl butyrate, 1 ccm. of toluol, and a drop 
of 1 per cent alcohol phenolphthalein solution; 
the whole is then made exactly neutral with 


= NaOH and the total amount of fluid brought 


up to 25 ccm. The flask is shaken forcefully for 
fifteen seconds and -again brought to the exact 
neutral point. 

A control test is always prepared, the duod- 
enal juice of the control being boiled actively 
for five minutes before being placed in the flask. 

After incubation for twenty-four hours at 40° C. 
the two flasks are titrated for free acid, and the 
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amount necessary to bring the control to neutral 
subtracted from the free acid in the test flask. 
The result multiplied by three (the dilution of the 
duodenal juice) denotes the lipolytic strength of 
the test material. : 

Protease. To test for alkali protease, Mett 
tubes, coagulated egg-albumen cubes, Fermi gel- 
atin tubes (5 per cent and ro per cent), and casein 
(Gross-Fuld method, as suggested by them for 
use in stool tests) are utilized. 

The Gross-Fuld method is based upon the 
principle that faintly alkaline solutions of casein 
are precipitated upon the addition of dilute 
(1 per cent) acetic acid; whereas its digestion 
products are not so precipitated. The method 
is carried out as follows: Prepare a series of tubes 
each containing 10 ccm. of a 0.1 per cent solution 
of pure, fat-free casein, which has been heated 
to a temperature of 40° C. Add to the contents 
of the series of tubes increasing amounts of 
trypsin solution under examination, and place 
them at 40° C. for fifteen minutes. At the end 
of this time remove the tubes and acidify the 
contents of each with a few drops of dilute (1 
per cent) acetic acid. The tubes in which the 
casein is completely digested will remain clear 
when acidified, while those tubes which contain 
undigested casein will become more or less turbid 
under these conditions. Select the first tube in 
the series which exhibits no turbidity upon acidi- 
fication, thus indicating complete digestion of 
the casein, to calculate the tryptic activity of 
the enzyme solution under examination. 

Calculation. The unit of tryptic activity is 
an expression of the power of 1 ccm. of the fluid 
under examination exerted for a period of fifteen 
minutes on 10 ccm. of a o.1 per cent casein solu- 
tion. For example, if 0.5 ccm. of a trypsin solu- 
tion completely digests 10 ccm. of a 0.1 per cent 
solution of casein in fifteen minutes the activity 
of that solution would be expressed as follows: 

Tryptic activity =1+0.5 =2. 

Such a trypsin solution would be said to possess 
an activity of 2. If 0.3 ccm. of the trypsin solu- 
tion had been required the solution would be 
said to possess an activity of 3.3; i.e., 1+0.3 
= 3.3 (Hawk). 

Crohn drew the following conclusions from his 
study: 

The quantitative examination of duodenal fer- 
ments is the most rational and accurate method 
of studying the external secretion of the pancreas. 
Diminution of such enzyme activity of the pan- 
creas is a reliable sign of organic disease of the 
gland. Occasionally, though rarely, a diminu- 
tion of ferments occurs as a symptom of advanced 


organic disease elsewhere in the body. Roughly, 
the diminution of ferments is directly propor- 
tional to the extent of organic destruction which 
has taken place. 

The absorption of fat and nitrogen from the 
intestine is independent of the condition of the 
external secretion, or even of its presence. Ab- 
sorption may be poor with an intact gland, or 
good with a gland of which only a fragment 
survives the disease. The functional activity of 
the gland, not its organic condition, determines 
the degree of absorption; this is probably con- 
trolled by an internal secretion or hormone. 

Duodenal ferment tests give the index of the 
organic condition of the gland. Absorption tests 
give the index of the functional activity of the 
pancreas. 

Frank succeeded in obtaining duodenal con- 
tents in 60 per cent of the cases he attempted. 
The cases were chosen at random and suffered no 
pancreatic disease. The duodenal contents in all 
these instances showed active alkali-protease 
where tested for. The other ferments were not 
investigated. The inability of Frank to obtain 
the duodenal material desired in 40 per cent of 
his attempts is probably due to too short a time 
being allowed for the metallic capsule to enter the 
duodenum. ‘This was obviated in Crohn’s series 
of cases, by passing the pump in the evening and 
allowing the entire night to elapse before aspirat- 
ing the desired material. Even then more than 
one attempt is sometimes required before success 
is attained. The procedure is a mild one, and 
only exceptionally objectionable to the patient. 

White used the tube in go cases: 56 for diag- 
nosis, in 34 for treatment. The tube reached the 
duodenum in about 30 per cent of the cases with- 
in fifteen minutes; in about 30 per cent more 
within a half hour, and in about 20 per cent more 
of the cases within one to six hours. In about 
20 per cent of the patients the tube had to be 
left in over night in order to reach the duodenum. 
Some difficulties were met in adapting the routine 
to different sizes of patients and different sizes 
and shapes of stomachs. The quickest way to 
enter the duodenum White found was to get the 
tube close to the pylorus within a short time. 
This is best accomplished by using a light tube 
with a heavy tip, swallowed by the fasting patient 
in the erect position, feeding the tube in slowly 
and steadily. 

Einhorn reports his study of the pancreatic 
secretion by means of the duodenal tube. 

In order to ascertain the condition of the 
duodenal contents in health, several apparently 
perfectly healthy persons were examined with 
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regard to the state of their pancreatic secretion. 
They took the duodenal tube either at night before 
retiring, or between 4 and 5 a.m., with a glassful 
of water. They then slept, rose at 8 a.m., and 
the duodenal contents were then removed. The 
amount of ferments in normal individuals fluctu- 
ated as follows: amylopsin, 4 to 8 mm.; steapsin, 2 
to 5 mm.; trypsin,o.5 to 5 mm. The average fig- 
ures were: amylopsin, 6 mm.; steapsin, 3.5 mm.; 
trypsin, 2.9 mm. The alkalinity, as determined 
by one-tenth standard solution of hydrochloric 
acid with methylorange as an indicator, varied 
between 15 to 40. The rennet ferment was pres- 
ent in all. 

Einhorn has examined 170 patients with regard 
to their duodenal contents, making about 275 
analyses of the pancreatic secretion. The ex- 
amination took place either in the fasting con- 
dition of the patient, or after tea and sugar or 
clear bouillon, ordinarily about one to one anda 
half hours after the ingestion of the latter into the 
stomach. The duodenal tube was introduced 
either the night previous or two or three hours 
preceding the examination. The contents were 
obtained first by aspiration, then by siphonage. 
The quantitative examination of the amounts of 
the different ferments was determined by agar 
tubes. The alkalinity was determined in 57 
patients and averaged 22. Ordinarily it fluctu- 
ated between 20 and 30. As far as can be seen 
there is no relation between gastric acidity and 
pancreatic alkalinity. In looking over the results 
obtained by these examinations, there exists a 
noticeable independence between the three dif- 
ferent ferments with regard to quantity in the 
same individual—one ferment may be present 
in large amounts, while the other two may be 
' present in small amounts or may be absent. The 
quantity of one ferment is no indication as to 
the amount of the other two ferments. It is 
thus necessary for us to test for each of the three 
ferments separately. This is accomplished in 
the most convenient way by means of agar 
tubes. The pancreatic secretion is subject— 
similar to the gastric juice—to functional anom- 
alies or deviations from the normal. The juice 
may contain an overabundance of ferments or 
too small an amount of them. Again there may 
be hypersecretion or greatly diminished secretion. 
While in the gastric juice the functional activity 
is generally reckoned by the amount of hydro- 
chloric acid present, there has as yet been no 
definite substance of the pancreatic secretion 
selected for this purpose. The trypsin ferment 
being the most important ingredient of the 
pancreatic juice, the author suggests its use as a 
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gauge for the functional activity of this gland. 
The following terms may be advantageously 
used: eupancreatism—normal function; all three 
ferments present, trypsin showing the normal 
quantity (x to 4 mm.). Hyperpancreatism— 
increased activity; all three ferments present, 
trypsin existing in excess (above 4.0 mm.). 
Hypopancreatism—diminished activity; the 
three ferments present, trypsin decreased (below 
1 mm.). Dyspancreatism—disturbed function; 
one or two of the three ferments are absent. 
Heteropancreatism—varied function; the pres- 
ence and amount of ferments showing no con- 
stancy, but variations every now and then. 

Landau and Reasnicki recommended that the 
duodenal contents be examined for the three 
enzymes; the results they obtained were very 
favorable. 

According to Chase and Myers, active amylo- 
lytic, lipolytic, and proteolytic enzymes are 
present in duodenal juice, though the activity of 
these enzymes is apparently subject to consider- 
able variation under normal conditions. The 
acidity of the gastric juice appears to be without 
influence on the activity of the enzymes present 
in the duodenal juice. In a case of carcinoma 
of the gall-ducts and pylorus with biliary ob- 
struction, there was an entire absence of bile from 
the duodenal juice. Ina case of chronic pancrea- 
titis, the amylolytic and proteolytic activity was 
entirely negative, while the lipolytic activity was 
comparatively weak. The absence of pancreatic 
enzymes from the duodenal juice would appear 
to be positive evidence of either pancreatitis or 
non-patency of the pancreatic ducts, while the 
lack of bile would appear to afford similar evi- 
dence of the occlusion of the common bile-duct. 

In my experience the examination of duodenal 
contents for pancreatic enzymes has yielded very 
valuable information. The test fluid can be easily 
obtained, and the analytical methods are ex- 
tremely simple, so that clinicians should devote 
more attention to this source of information 
regarding pancreatic function and the condition 
of the duodenal contents. 

It must be remembered, however, that the 
ptyalin of the saliva may yield results simulating 
amylase, that the pepsin of the stomach and 
erepsin of the intestines may hide the absence of 
trypsin, and that gastric lipase may be present 
and disguise the absence of pancreatic steapsin. 
If proper precautions are taken, however, these 
difficulties‘may be overcome. 

Analysis of the feces for pancreatic enzymes: 
trypsin. The fact that the faeces normally con- 
tain traces of a proteolytic ferment was shown by 
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Leo, Baginsky, Schmidt, and others, while 
Hemmeter proved that it was trypsin, and not 
pepsin, since it digests fibrin in an alkaline, or 
neutral, but not in an acid medium. The experi- 
ments of Frank and Schittenhelm with fecal 
extracts passed through a porcelain filter have 
shown that the proteolytic action of the faces 
is not dependent upon the presence of bacteria. 
The earlier experiments were carried out with 
fibrin, or Mett’s tubes filled with white of egg or 
blood serum, and it was not until Muller showed 
that drops of the fluid feces obtained by the 
administration of a purgative, such as calomel 
or purgen, or an emulsion of a formed stool with 
glycerine, placed on a serum plate containing 
dextrose broth (Loeffler), and incubated at 50 to 
60° C., gave, under normal conditions, pits due 
to the digestion of the solid serum, that the 
examination of the stools for trypsin as a diag- 
nostic measure began to attract much attention. 
If the pancreas is functionating normally, 
evidences of digestive changes in the serum plate 
should be obvious in about half an hour. If no 
change has taken place in twenty-four hours, it 
may be concluded that there is pancreatic in- 
sufficiency. This method has, however, inherent 
difficulties which militate against its general use, 
and the test devised by Gross, or one of its 
modifications, is now more frequently employed. 

While some observers have failed to find 
trypsin in meconium by these methods, others 
state that it is usually present. There can be no 
doubt, however, that it quickly makes its appear- 
ance, and may usually be detected within a short 
time after birth. In normal persons the tryptic 
activity of the feces is uninfluenced by the diet, 
or a diminution of the acidity of the gastric juice 
by the administration of large doses of bicarbon- 
ate of soda (Schlecht). It is increased in diar- 
rhoea and conditions which stimulate peristalsis, 
thus hindering the absorption and destruction 
of the ferment. Constipation, on the other hand, 
diminishes the quantity of trypsin in the stools. 
Schlecht states that he obtained only a feeble 
reaction in several cases of carcinoma of the 
stomach in which there was no mechanical ob- 
struction of the pancreatic ducts, and explains 
this result by suggesting that a diminished 
activity of the pancreas was produced by the 
gastric disease or by the associated cachexia. 
In a case of poisoning by corrosive sublimate with 
markedly bloody stools, no proteolytic action could 
be obtained with the faeces owing to the antifer- 
ment present in the blood serum. In Cammidge’s 
experience, and that of most other observers, a 
negative result is most constantly obtained in 


cases of cancer of the head of the pancreas, and 
it is therefore an exceedingly useful test in the 
diagnosis of that disease. Cirrhosis of the pan- 
creas and obstruction of the duct by gall-stones, 
etc., interfere more or less with the digestion of 
proteins by extracts of the feces, but rarely give 
rise to such very striking results as are seen in 
cases of growth in the head of the pancreas. 

Crohn thus discusses the identity of the pro- 
teolytic ferments of the duodenal contents and of 
the stool: 

To return to a consideration of the alkali- 
protease found in duodenal content, one must 
consider that we are dealing with two ferments, 
trypsin and erepsin. Erepsin originates from two 
sources, the duodenal mucosa (Cohnheim) and 
from the pancreas (Bayliss and Starling). 
Schaeffer and Terroine, experimenting with the 
excretion of an artificial pancreatic fistula in the 
dog, showed that in fluid in which trypsinogen 
was present but not activated by enterokinase, 
an ereptic ferment with peptone-splitting proper- 
ties was still present. Of the test for alkali- 
protease, neither the Mett tubes nor the coag- 
ulated egg-albumen cubes are attacked by erep- 
sin; nor are the Fermi gelatin tubes digested by 
erepsin. To establish this latter point, three 
fresh extracts of duodenal mucous membranes 
containing active erepsin (one cat, one dog, and 
one human intestine) were prepared after the 
method of Cohnheim. None of these extracts 
liquefied gelatin even after three days. 

These same extracts in their most concen- 
trated form were tested for the casein digesting 
power of the intestinal mucosa. That the diges- 
tive power of these intestinal extracts is only a 
very slight fraction of the same power of the 
pancreatic secretion is seen by a comparison of 
the results obtained. Thus cat mucosa extract 
in dilution of 1 to 15, dog mucosa extract 1 to 
140, human mucosa extract 1 to 1o digested 
10 ccm. of o.1 per cent casein solution; normal 
human duodenal contents containing pancreatic 
secretion digests the same amount of casein in 
dilution up to 1 to 10,000. It seems fair therefore 
to deduce that the amount of erepsin present 
both in the mucous membrane of the duodenum 
and in the pancreatic secretion could not account 
for the active proteolysis of casein as found in 
duodenal contents. Hence, we seem justified in 
assuming that the pancreatic trypsin is the active 
factor here and erepsin, while unquestionably 
present, yet is of little moment in the tests, as 
carried out. 

A similar process of reasoning seems justified 
in discussing the results of the stool examinations; 
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for if the concentrated extract of normal duodenal 
mucosa digests casein in dilution of only 1 to 10, 
how can we explain the proteolysis of casein in 
dilutions of the stool up to 1 to 10,000 or 1 to 
20,000 as frequently found, except on the hypoth- 
esis that it is the much more powerful pan- 
creatic trypsin that is appearing in the stool? 

Frank and Schittenhelm, by means of com- 
plicated polypeptide-splitting experiments, seem 
to demonstrate that the protease present in the 
stool is erepsin, rather than trypsin. It is difficult 
to harmonize their findings with such simple facts 
as the above. The occasional finding of a ferment 
in the stool which liquefies gelatin, would tend to 
confirm the impression that this ferment derives 
its origin from the pancreas. That bacteria do 
not simulate the results of the human ferments 
seems established by the fact that a case in 
which the pancreatic ducts have been proved to 
be closed gave complete negative results in both 
duodenal and stool analyses. 

Demonstration of trypsin in the stools. The 
serum plate method. Muller and Schlect found 
that trypsin would act upon the surface of a 
serum agar plate, producing small depressions. 
They demonstrated by this method the regular 
occurrence of trypsin in normal feces. The 
plates were kept at a temperature of 50° or 60° C., 
so that bacterial action was prevented. In 
several cases of primary and secondary disease of 
the pancreas trypsin was absent from the faces 
or greatly diminished. A number of investigators 
have found this method of value. It yielded 
positive results in five out of six cases of pancreatic 
disease examined by M. Hirchberg. 

The casein method. Casein in alkaline solution 
is precipitated by acidifying with dilute acetic 
acid. When the casein is digested by trypsin 
the addition of acetic acid produces no clouding 
of the solution. This is the basis of a method 
introduced by Gross for detecting the presence 
of trypsin. More than 200 stools were examined 
by him, and in all cases in which disease of the 
pancreas could be excluded a protein-splitting 
ferment was present in the feces. Brugsch and 
Masuda have concluded from their investigations 
that the strong splitting of casein produced by 
fecal extracts cannot be attributed to erepsin. 
Spooner and Pratt, in a recent case of cancer of 
the pancreas, found that the power of the faces 
to digest casein was entirely lost. In a case of 
fatty diarrhoea, probably due to pancreatic 
hypochylia, the amount of trypsin in the faces 
was greatly reduced. In this case the cell nuclei 
were not digested in Schmidt beef-cubes, and 
after administration of Sahli’s glutoid capsules 
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no reaction was obtained in the urine even at 
the end of twenty-four hours. 

Gray and Pickman studied pancreatic ferments 
in cases of pulmonary tuberculosis. Trypsin and 
amylopsin were determined in the stools in a 
series of nearly one hundred cases of tuberculosis 
and it was found that the pancreatic secretion 
was seriously reduced by the toxins of tuber- 
culosis. Rest, either in bed, or by means of 
pneumothorax, reduced the formation of toxins 
and permitted the pancreatic ferments to return 
toward normal. Persistently low trypsin index 
was found to be of bad prognostic significance, 
but low amylopsin readings were less unfavorable. 
The interpretation of the index must always take 
_ consideration anorexia, overeating, and diar- 
rhoea. 

Amylase (diastase). The presence of diastase 
is shown by the digestive action that it has upon 
starch, using a solution of iodine as the indicator. 

The following is Robert and Strasburger’s 
method, as modified by Goiffon and Tallarico: 
A 1 per cent solution of starch is mixed with an 
equal part of 10 per cent solution of the feces in 
thymol water, neutralized and filtered. The 
filtrate is placed in the incubator at 37° C., and 
at regular intervals a drop is brought in contact 
with a drop of iodine solution. When it ceases to 
give a blue color, the digestion of the starch is 
considered to be complete. The stool should be 
fresh, and there should not be the slightest 
admixture of urine. It is often sufficient merely 
to mix the stool and the starch solution in a test 
tube, heat in a water bath, and apply the iodine 
test. If an abundance of amylase is present, the 
starch will be digested in about five minutes. 

Wohlgemuth has adopted the following quan- 
titative method for determining the diastase in 
the stools. The fresh faces are well fixed, and 5 
grams are thoroughly ground in a mortar with 
20 ccm. of 1 per cent solution of sodium chloride, 
added a small quantity at a time. The emulsion 
is then left for half an hour at room temperature, 
stirring it frequently meanwhile. It is then 
divided equally into two portions of 10 ccm. 
each, and is transferred to graduated centrifuge 
tubes, which are centrifugalized until all the solid 
material is collected at the bottom and stands 
at the same height in both tubes. The quanti- 
ties of sediment and supernatant fluid are noted. 
Nine test-tubes are then taken. Into the first 


three, 1.0 ccm., 0.5 ccm., 0.25 ccm., of the un- 
diluted extract; into the next three, 1.0 ccm., 0.5 
ccm., 0.25 ccm. of an eightfold dilution of the 
original extract, made with 1 per cent sodium 
chloride; and in the last three, 1.0 ccm., 0.5 ccm., 
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0.25 ccm. of a sixty-four-fold dilution are placed, 
so that each tube contains half the fecal extract 
of the preceding: 


1st tube....... 1.0 4thtube.......0.125 7thtube....... 0.0156 
andtube....... 0.5 sthtube....... 0.0625 8thtube....... 0.0078 
gud tube....... 0.25 Othtube....... 0.0312 gthtube....... 0.0039 


To each tube 5 ccm. of a 1 per cent solution of 
starch are added. The tubes are then plugged 
with wool, or closed with corks, and placed in the 
incubator at 38° C. for twenty-four hours. At the 
end of that time they are filled to within a finger- 
breadth of the brim with cold distilled water, 
one drop of a decinormal iodine solution is added 
to each, and the lowest dilution giving a blue 
reaction looked for. It is then assumed that the 
tube next. lowest in order contains sufficient 
diastase to convert all the added starch, and from 
this the quantity of 1 per cent starch solution 
fermented by 1 ccm. of the fecal extract can be 
calculated. Knowing the proportion of solid 
residue liquid extract in the 5 grams of feces, the 
quantity of ferment corresponding to 1 ccm. of 
this residue can be determined, and from this 
the diastatic power of the total daily mass of 
feces can be determined. According to Wohlge- 
muth and Wynhausen, the average diastatic value 
of the feces lies between 470 and 500. To obtain 
satisfactory results, the faces must be homogene- 
ous and alkaline in reaction, as diastase does not 
act in an acid medium. It is advisable to place 
the patient on a simple mixed diet, calculated to 
stimulate the functions of the pancreas to normal 
activity, for a couple of days before the feces are 
collected for examination. 

Amylase was first demonstrated in the feces of 
infants by Wegscheider. Later, von Jaksch, 
Maro, Allaira, and others showed that the faces 
of children constantly contain it. It is found 
during the first week of life in abundance, and 
Pottevin proved that it is constantly present in 
meconium. The quantity appears to diminish 
somewhat in later life, but, according to Strass- 
burger, it never entirely disappears. It has been 
suggested that the diastatic action of fecal 
extracts on starch might be due to the contained 
bacteria, but the experiments of Kerley, Mason, 
and Craig have proved that an extract freed from 
bacteria by filtration through a Berkefeld filter 
has an unchanged action on starch. The amount 
present in the stools appears to vary within very 
wide limits normally, perhaps as a result of 
changes in the diet. Diarrhoea increases the 
quantity, and constipation generally diminishes 
it. In diseases of the pancreas interfering with 
the flow of pancreatic juice into the intestine, 
the digestive action of an extract of the feces for 


starch is diminished, or may be altogether abol- 
ished; thus in many cases of cancer of the head 
of the pancreas Cammidge has obtained an 
unchanged blue reaction with iodine after twelve 
or even twenty-four hours’ incubation; but with 
growths of the gall-bladder and common duct 
that did not obstruct the pancreatic duct, starch 
digestion has not been interfered with. 

From Brown’s study on the diastase content 
of faeces in normal and in certain pathologic con- 
ditions the following conclusions are drawn: The 
stool, if a rigorously exact method is carried out 
as to food, purgative employed, preservation of 
specimen, estimation of ferment, etc., furnishes a 
diastase content within definite limits. The 
effect of waiting too long after the stool has been 
obtained before making the examination, the 
influence of variations in temperature in the place 
in which it is kept, and of different laxatives and 
different foods, is so great as to render results 
obtained by methods in which insistence on such 
a rigorous technique has not been made of much 
less value. 

Extensive carcinoma of the pancreas showed 
no diastase in the tube of lowest dilution in 
Brown’s method, and this absence of ferment 
should prove of great help in the diagnosis of 
this condition. In chronic pancreatitis diastase 
was present in the stool, but in markedly dimin- 
ished amounts. In achylia gastrica the diastase 
content of the stool was practically normal in 
all the cases examined. This, in the first place, 
suggests that in the absence of hydrochloric acid 
some other method of pancreas activation is 
called into play, and, in the second place, that the 
diarrhoea met with in certain of these cases of 
achylia gastrica—the so-called gastrogenous diar- 
rhoea—is not of pancreatic origin. 

Gerganoff points out the possibility of error in 
the quantitative determination of enzymes in the 
feces through the admixture of blood. Blood, 
whether it be from the stomach or intestines, 
may lead to considerable increase of the fecal 
ferments. (Gerganoff studied diastase particu- 
larly.) Especially intestinal hemorrhages, when 
large, produce a decided increase. But gastric 
haemorrhages, when hydrochloric acid is lacking, 
may lead to similar results. When free hydro- 
chloric acid is present in the stomach it may be 
concluded with reserve that a bloody stool rich 
in diastase is not due to gastric hemorrhage, but 
to bleeding from the duodenum or lower portions 
of the intestine. This point may prove useful in 
the diagnosis of a gastric ulcer or in its exclusion. 

The quantitative examination of stool and 
duodenal ferments according to Crohn is the 
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most rational and accurate method of studying 
the external secretion of the pancreas. Diminu- 
tion of such enzyme activity of the pancreas is a 
reliable sign of organic disease of the gland. 
Occasionally, though rarely, a diminution of 
ferments occurs as a symptom of advanced 
organic disease elsewhere in the body. Roughly, 
the diminution of ferments is directly proportional 
to,the extent of organic destruction which has 
taken place. The absorption of fat and nitrogen 
from the intestine, Crohn says, is independent. of 
the condition of the external secretion, or even 
of its presence. Absorption may be poor with an 
intact gland, or good with a gland of which only 
a fragment survives the disease. The functional 
activity of the gland, not its organic condition, 
determines the degree of absorption; this is prob- 
ably controlled by an internal secretion or hor- 
mone. Duodenal ferment tests give the index 
of the organic condition of the gland. Absorp- 
tion tests give the index of the functional activity 
of the pancreas. 

According to Schleicher, the value of the vari- 
ous methods of testing the external secretion of 
the pancreas is still sub judice. In order to deter- 
mine the reliability of the various tests the 
author has employed the most popular methods 
in 22 instances in which external pancreatic 
secretion seemed to be abnormal. The methods 
of Gross and Muller for the detection of trypsin 
and the diastase test of Wohlgemuth are reliable; 
the neclein test of Schmidt is less trustworthy. 
A definite opinion concerning the methods of 
Winternitz and Ehrmann cannot as yet be given. 
The oil-breakfast of Boldireff-Volhard furnishes 
reliable results. On the other hand the gelodurate 
test of Schlecht and the glutoid capsules of Sahli 
give less reliable results. The methods of Gross 
and Wohlgemuth may be recommended for acute 
cases; here the qualitative and quantitative 
demonstration of trypsin and diastase in the faeces 
as well as in the urine must be made. Both tests 
are very reliable; they alone will evince the degree 
of functional pancreatic activity. Other tests 
may be employed to corroborate the findings 
obtained with these methods. 

Lipase in the stools has little significance so 
far as pancreatic disease is concerned. In 1875, 
Pfeiffer showed that the feces contain a fat- 
splitting ferment. It is not derived from the 


pancreas, but appears to come from the intestinal 
mucous membrane, although a bacterial origin 
cannot be altogether excluded. Hecht has proved 
that the stools of infants contain a ferment which 
has the power of splitting the fats contained in 
the yolk of eggs by the Volhard-Stade method. 
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The yolks of three eggs are emulsified with 
100 ccm, of water. Ten ccm. of this are mixed 
with the specimen to be tested, and the mixture 
is placed in the incubator for two to three hours. 
It is then well shaken with 75 ccm. of ether and 
left to stand, the separation of the ether being 
promoted by the addition of a few cubic centi- 
meters of neutral alcohol. With a pipette, 
50 ccm. of the ether are removed and mixed with 
75 ccm. of neutral alcohol and titrated with 
decinormal soda. The mixture is then placed in a 
flask, 10 ccm. of normal soda solution are added, 
the flask is well corked, and left at room temper- 
ature for twenty-four hours. Ten ccm. of normal 
hydrochloric acid are now added, and the mixture 
is again titrated with decinormal soda. In both 
titrations phenolphthalein is used as the indicator. 
The result of the first titration gives the fatty 
acids, and the second the soaps that have been 
formed, From these the amount of fat that has 
undergone saponification can be reckoned. 

Another method is to incubate a mixture of 
fluid to be tested with ethyl butyrate for a few 
hours. If the mixture has been previously 
rendered neutral, the presence of butyric acid 
can be recognized by its action on neutral litmus, 
or it may be titrated with decinormal soda and . 
phenolphthalein. 

According to Hemmeter, the fat-splitting fer- 
ment contained in an extract of faeces does not 
act upon olive oil. Hecht could not find any 
parallelism between the quantity of lipase in the 
stools and the amount of neutral fat, fatty acids, 
and soaps in the faces. 

Amylase in the urine. Wohlgemuth has shown 
that laceration of the dog’s pancreas gives rise 
to a rapid and marked increase in the quantity 
of diastase in both blood and urine. The method 
he employed required twenty-four hours for its 
completion, which is a great disadvantage in the 
study of human cases, and he has, therefore, so 
modified it that the result may be obtained in one- 
half hour. Using this method with normal hu- 
man sera (150 cases) Wohlgemuth and Noguchi 
found the normal value to be 8 to 16; the highest 
normal value found was 32. Thus, if a lesion of 
the pancreas is suspected in a patient who has 
received a severe blow on the abdomen, a value of 
64 greatly strengthens the supposition. 

Marino reports a quantitative study of urinary 
diastase in various diseases. He used the method 
of Wohlgemuth. The author finds (1) that the 
excretion of diastase in the urine is greatly 
lessened in nephritis and in diabetes mellitus. 
(2) In pancreatic disease the urinary diastase is 
increased in quantity. This, the author believes, 
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is a very important sign of pancreatic disease. 
(3) As a functional test of the kidney, the quan- 
titative estimation of diastase is valuable. (4) In 
pernicious anemia and in secondary anemia the 
diastase of the urine is markedly decreased. 
The diminution seems to be greater in pernicious 
than in secondary anemia, though the number 
of cases studied is too small to formulate a rule. 

In making determinations of the diastatic fer- 
ments in the urine, according to Wohlgemuth’s 
method, Neumann calls attention to the fact that 
reliable estimations should be based upon the 
twenty-four-hour output. The total diastatic 
ferment amount, per diem, varies much with the 
same individual, and appears to be influenced 
more by psychic factors than by changes in the 
diet. Generally the diastatic power of the blood 
serum is less than that of the urine. This is found 
to be definitely decreased in diabetes mellitus, 
the amount of reduction being of some prognostic 
value. It is also diminished in pernicious anemia, 
Basedow’s disease, and in some forms of nephritis. 
The notable increase in pancreatic disease is of 
real diagnostic worth. There is a slight increase 
in urinary diastase in some febrile conditions. 
Investigations carried out in a number of other 
diseases showed no great deviation from the 
normal. 

The work of Wohlgemuth has been confirmed 
by Corbett, Yvon Noguchi, and others. Hirsch- 
berg found a large amount of diastase in the urine 
of two cases of pancreatitis, and Wynhausen in 
two cases of cancer of the pancreas. 

In my experience, the determination of amylase 
in the urine by the method of Wohlgemuth throws 
much light on the condition of the pancreas. In 
obstruction of the duct of Wirsung either by 
cancer, gall-stone, enlarged glands, etc., the 
amylase of the urine is much increased in output. 
In organic disease of the pancreas, a similar state 
of affairs exists. 

I wish to say a few words regarding the Cam- 
midge test: 

The reaction of Cammidge, about which so 
much has lately been written, does not seem to be 
so successful in the hands of others as in those of 
the author. Cammidge says: “My experience 
with the improved method has been most satis- 
factory, for in every case where pancreatitis has 
been found to be present, the urine has given 
more or less marked reaction, corresponding to 
the extent of the lesions. Normal urines have 
given no reaction, and control cases . . . where 
there was no pancreatic lesion, have also proved 
negative.” 

In careful studies recently reported by Wilson, 


Kenney, Whipple, and others little value is 
accorded the test. Wilson, reporting on 504 tests 
from the Mayo Clinic, says: ‘The end-results, 
judged by Cammidge’s own criteria, must be 
considered as a means of diagnosticating disease 
of the pancreas, as both valueless and misleading. 
There is no apparent clinical relationship between 
disease of the pancreas and any of our various 
types of end-reaction.” 

Kinney, reporting from Deaver’s service in the 
German Hospital, Philadelphia, says: ‘Very 
little dependence can be put upon a negative 
reaction, and a positive reaction can only be 
considered of value as a confirmatory examina- 
tion.” 

In my experience, the reaction of Cammidge is 
of no value as an aid to diagnosis of structural 
or obstructive disease of the pancreas. 

Chemical analyses of the faces following the 
Schmidt-Strassburger diet. The diet consists of 
“1.5 liters milk, 100 grams zwieback, 2 eggs, 50 
grams butter, 125 grams beef, 190 grams pota- 
toes, and gruel of 80 grams oatmeal. It contains 
about 102 grams albumin, 111 grams fat, 191 
grams carbohydrates, or a total of 2,234 calories.” 

In the morning: 0.5 liter milk (or if milk does 
not agree, 0.5 liter cocoa prepared from 20 grams 
cocoa powder, Io grams sugar, 400 grams water 
and 100 grams milk) and 50 grams zwieback. 

In the forenoon: o.5 liter oatmeal gruel (made 
from 40 grams oatmeal, 10 grams butter, 200 
ccm. milk, 300 ccm. water, 1 egg; strained). 

At noon: 125 grams chopped beef (raw weight), 
broiled rare with 20 grams of butter, so that the 
interior will still remain raw, and 250 grams 
potato broth (made of 190 grams mashed pota- 
toes, 100 ccm. milk and 10 grams butter). 

In the afternoon: As in the morning. 

In the evening: As in the forenoon. 

In the recognization of severe pancreatic dis- 
ease there is no single symptom of greater signifi- 
cance than bulkiness of the stools. This is a 
diagnostic sign to which Oser, Musser, and others 
have called attention. Much information can 
often be gained from the weight of dried stools, 
and this can be ascertained even when facilities 
are not available for exact chemical analyses. 
All that is necessary in addition to scales for 
weighing is a water bath and a ventilating hood. 
With pancreatic juice absent from the intestine, 
not only are the stools voluminous, but the dried 
residue is much in excess of the normal. 

In a series of six healthy individuals placed on 
the test diet for three days, Schmidt found the 
average weight of the dried feces to be 54.3 
grams. The maximum was 62 grams and the 
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minimum 45 grams. Pratt found in a case of 
obstructive jaundice associated with malignant 
disease of the pancreas that the weight of the 
dried faces was 419 grams in one metabolism 
period of three days, and 355 grams in another. 
In a patient with chronic fatty diarrhoea and 
glycosuria without icterus the feces weighed 438 
grams. 

The increase in weight of the faeces which results 
from shutting off the pancreatic juice from the 
intestine was well shown in animal experiments 
by Cammidge. In a preliminary absorption test 
with the dog in normal condition the weight of 
the dried food in a period of three days was 624 
grams, and the weight of the faces 140.4 grams. 
In a metabolism experiment of the same duration 
begun five days after separating the pancreas 
from the duodenum the weight of the dried food 
was reduced to 416 grams and that of the feces 
increased to 302.7 grams. 

In none of the cases studied by Schmidt was 
such a marked increase in weight of the faces 
observed as in Cammidge’s 2 cases of pancreatic 
disease. The average weight of the faces in 5 
cases of “fermentative dyspepsia” reported by 
him was 127.4 grams: the average in “ gastroge- 
nous diarrhoea” with achylia was 98.9 grams. 
His highest figures were in obstruction of the 
common bile-duct, where the average weight was 
175.6 grams, and the maximum 215.4 grams. 
There are no observations on cases of obstruction 
of the pancreatic ducts given by Schmidt. It 
seemed to Cammidge that the possibility of shut- 
tung off the pancreatic secretion by an obstruc- 
tion in the lower part of the common bile-duct 
should be recognized. This may be the explana- 
tion of the heavy weight of the feces in 2 of his 
cases. 

In a number of cases of pancreatic disease 
metabolism studies have shown a great interfer- 
ence with the absorption of fat and nitrogen. 
Morrison and Pratt made a metabolism experi- 
ment on a patient presenting the typical symp- 
toms of total obstruction of the pancreatic ducts. 
There was no jaundice. It was found that 58.9 
per cent of the fat of the food was excreted in the 
feces. The percentage of nitrogen unabsorbed 
was 50.9 per cent. Normally not over 5 or 10 
per cent of the fat or nitrogen of the food is lost 
in the feces. 

In a metabolism experiment on a patient with 
cancer of the pancreas and obstructive jaundice, 
Spooner and Pratt found that 79.9 per cent of 
the fat of the food was excreted in the feces and 
34.8 per cent of the nitrogen. 

Harley reported a case of probable obstruction 
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of the pancreatic ducts without jaundice, in 
which there was a fat loss of 73.1 per cent. Ina 
case of cirrhosis and atrophy of the pancreas, 
combined with cirrhosis of the liver Weintraub 
found a fat loss of 25.2 per cent; Deucher, in 
cancer of the pancreas, found fat losses of 82.9 
per cent and 52.6 per cent; Brugsch and Konig, 
in a case of abscess of the pancreas, 59.7 per cent 
(absorption experiment of only one day’s dura- 
tion). Blaessner and Siegel, in a case of atrophy 
of the pancreas due to a calculus, found a fat 
loss of 56.1 per cent; Gigon, in a case of pancreatic 
calculi with obstruction of the ducts, a maximum 
fat loss of 47.4 per cent and a minimum of 13.5 
per cent; Ehrmann, in atrophy of the pancreas 
50.2 per cent; Tileston, in 5 cases of cancer of the 
pancreas with icterus, ‘fat losses of 75.6 per cent, 
68 per cent, 52.6 per cent, 45.6 per cent, 49.1 
per cent. 

In Harley’s case there was a nitrogen loss of 
40 per cent; Weintraub found a nitrogen loss of 
60.6 per cent; Deucher, 29.6 per cent in one case 
and 19 per cent in the other. Glaessner and 
Siegel 41.5 per cent, Gigon, 24.7 per cent; and 
Ehrmann, 42.8 per cent; Tileston in three cases, 
19.8 per cent, 14.5 per cent, and 21.1 per cent. 
Brugsch found an average fat loss of 45 per cent 
in three cases of icterus, but the nitrogen loss 
averaged only 11 per cent. If 50 per cent or 
more of the fat and 25 per cent of the nitrogen 
of the food are recovered from the faces the 
conclusion is warranted that pancreatic insuffi- 
ciency exists. 

While the method of chemical analysis of the 
faeces is more difficult than the other tests, it 
yields results which are of greater value. Of 
course these examinations can be carried out 
only in a well equipped laboratory, and better 
still in a hospital laboratory. 
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ABSTRACTS OF CURRENT LITERATURE 
GENERAL SURGERY 


SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE 


Lambert, F. B.: Massage and Medical Electricity 
in the After-Treatment of Convalescent 
Soldiers; Account of the Mechano- and Elec- 
tro-therapeutical Department at the Com- 
mand Depots and Convalescent Camps. Lan- 
cet, Lond., 1916, cxci, 788. 


Many soldiers who are unfit because of stiff joints, 
trench feet, nerve injuries, sciatica, and similar 
affections are given electric and massage treatments 
at various established convalescent hospital camps 
in England. The patients comprise those who, after 
being cared for in the general hospitals, still have 
affections which render them unfit. The treat- 
ment consists in electrotherapy with galvanic, 
faradic, and combined currents, local radiant heat, 
vibrators, massage, mechanical exercise, re-educa- 
tion of movement and lectures on hygiene. The 
men receive a final training of short marching and 
general physical exercise for six weeks before being 
returned to their units. The masseuses are all 
trained in their work, the standard being at least 
six months’ training, and about 90 per cent have 
certificates from the Society of Trained Massueses. 
This is quite different from the practice in France, 
where most of the workers are untrained. At the 
large camps, among which are Eastbourne and Ep- 
som, from 600 to 800 patients are treated daily. 
The work is reviewed periodically by an inspector of 
orthopedics. The average time a patient stays at 
such camps is two and one-half to three months. 

W. A. CLARK. 


Fobes, J. H.: Plan and Scope of the Lumbar In- 
cision. J. Am. Inst. Homeop., 1916, ix, 508. 


Fobes calls attention to the ease with which the 
appendix and gall-bladder can be reached through 
the lumbar incision. He recommends its employ- 
ment in exploratory operations in which the kidney 
is suspected, and in cases where in addition to renal 
trouble the appendix or gall-bladder is involved. 

His conclusions are as follows: (1) Hernia and 
many other complications of the anterior incision 
are practically unknown. (2) Through the lumbar 
incision it is not only possible but reasonably easy 
to perform satisfactory operations upon the ap- 
pendix and gall-bladder as well as the kidney. 
(3) It is much better to clear up the pathology of a 


case through a single lumbar incision, than to make 
two incisions, or to operate in two or three stages. 
ALBERT EHRENFRIED. 


ASEPTIC AND ANTISEPTIC SURGERY 


Wright, A. E., Tanner, H. H., and Matson, R. C.: 
A Rose-Irrigator for Supplying a Therapeutic 
Fluid Continuously and at a Standard Tem- 
perature to the Whole Surface of a Wound. 
Lancet, Lond., 1916, cxci, 821. 


The authors describe and fully illustrate a multiple 
rubber-tube irrigating apparatus based upon the 
ordinary garden water-pot with a rose, which pro- 
vides a convenient mechanism for breaking up a 
large stream into a number of small ones for the irri- 
gation of an extensive surface. The employment 
of the apparatus, together with the methods of over- 
coming difficulties incidental to its use, are fully 
described. In a footnote the authors point out 
that it is doubtful whether physiologic requirements 
in the matter of temperature could be conformed 
to when irrigating with hypochlorite antiseptics, 
for experiments have shown that both eusol and 
Dakin’s fluid very rapidly lose antiseptic potency 
when kept warm, even when kept at a temperature 
of blood-heat. P. G. SKILLERN, JR. 


ANZSTHETICS 


Jorge, J. M.: Local Regional Anzsthesia in Opera- 
tions on the Neck (Anestesia local regional e 
infiltrativa en las operactiones de cuello). Rev. 
Asoc. méd. argent., 1916, xxv, 459. 


The author reviews the various techniques of 
local anesthesia, and having tried many is of the 
opinion that the method of Provost has the greatest 
advantages. Provost selected two points on a line 
from the posterior part of the extremity of the 
mastoid to the lateral tubercle of the sixth cervical 
rib. The selected points correspond to the inter- 
section of this line by horizontal lines, one running 
from the lower edge of the inferior maxillary, and 
the other through the most prominent point of the 
thyroid cartilage. A solution injected at these 
points in the neck will infiltrate the soft parts and 
nerve-branches in the vicinity of the transverse 
apophyses and producea peritruncular anesthesia of 
all the plexus. 
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Jorge directs the needle toward the anterior plane 
of the transverse apophysis and deposits the an- 
zsthetic solution, which is a 1 to 2 per cent solu- 
tion of novocaine-adrenalin, the quantity injected 
varyingfrom4to6ccm. The needle may be passed 
through the externocleidomastoidean muscle or it 
may pass tangentially to it at its posterior edge. 
The regional anesthesia should be complemented by 
a subcutaneous infiltration at the site with a weak 
novocaine-adrenalin solution. 

Jorge has found this anesthesia sufficient in the 
greater part of the interventions which he has per- 
formed in affections involving the neck; and with it 
alone he has been able to extirpate neoplasms of 
enormous size, cysts, and different adenopathies and 
to make excisions of the externocleidomastoidean 
muscle. In some laryngectomies it has sufficed; but 
in others a_ perilaryngotracheal infiltration was 
necessary to terminate the dissection of the diseased 
larynx. This complementary anesthesia is em- 
ployed naturally to reach the sensitive innervation 
in certain regions of the neck. 

With paravertebral anesthesia Jorge has executed 
his various operations with a complete exit, perfect 
insensibility of the patient, and even in cases where 
the intervention lasted up to two hours. 

W. A. BRENNAN. 


Nassau, C. F.: Infiltration Anzsthesia. 


Therap. 
Gaz., 1916, xl, 761. 


Nassau gives his technique for performing ap- 
pendectomy under local anesthesia. He uses a 
tablet containing 34 grain cocaine and 1/400 grain 
adrenalin. Two tablets are sterilized by dry heat 
in a temperature slowly rising to just short of 100°C. 
One tablet is dropped into 50 ccm. of salt solution, 
and the second into 100 ccm. The stronger solu- 
tion is used for infiltrating the skin, blocking nerves, 
and for particularly sensitive areas. The weaker 
solution is employed for general infiltration of 
tissue. Three Record syringes are used, two of 
5 ccm. and one of 10 ccm. capacity, with two fairly 
fine needles 1.5 inches long, and two 4 inches long. 
A knife with keen edge, a pair of sharp straight Mayo 
scissors, and fine-pointed artery clamps will facilitate 
this kind of work. 

Usually 14 grain morphine is injected one-half 
hour before operation. With this may be given 
scopolamine 1/100 to 1/50 grain. A capable 
person should stay at the patient’s head to distract 
his attention from the operation. Pre-operative 
preparations and instruments should be excluded 
from his range of vision, and needless conversation 
should be avoided. His position upon the operating 
table should be made as comfortable as possible. 

Using a 5 ccm. syringe filled with the stronger 
solution and a fine needle, a small wheel is produced 
in the skin. From the center of this infiltrated 


circle the needle can be painlessly inserted to its 
full length in (not under) the skin parallel with the 
As the point of the needle travels the 
After the super- 


surface. 
solution is fed from the syringe. 
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ficial infiltration, a coarser and longer needle is used 
for the subcutaneous tissue. 

The easiest approach to the appendix under local 
anesthesia is by the muscle-splitting incision. The 
aponeurosis of the external oblique is exposed and 
infiltrated. A split in the aponeurosis is started 
with the knife and finished with Mayo scissors; 
gentle snips with the scissors cause less pain than 
knife dissection. The aponeurosis is retracted 
carefully, and the internal oblique is infiltrated and 
split. The transversalis and peritoneum are in- 
filtrated with the stronger solution. Incisions in all 
layers must be of ample size to obviate undue re- 
traction. 

Up to this point the patient should experience no 
pain unless a vein has been clamped without pre- 
vious infiltration with the stronger solution. The 
visceral peritoneum may be cut and stitched with 
impunity, but traction upon the mesentery imme- 
diately causes a general cramp-like pain, and rigidity 
of the abdominal wall. If the appendix is adherent 
or lies under the cecum, a few inhalations of nitrous 
oxide may be necessary during its freeing up. The 
gas need not be continued after the base of the 
appendix is reached. Traction on the meso-ap- 
pendix must be gentle, and before tying, it should 
be infiltrated with the stronger solution. Tying off 
the appendix is not accompanied by pain. Oc- 
casionally the necessary traction on the mesocolon 
will cause nausea, which is relieved as soon as the 
traction ceases. 

Suture of the abdominal wall follows without 
special conditions, except that tiny gutta-percha 
drains are left just under the skin at one or both ends 
of the incision to take care of any oozing that may 
occur after the effect of the adrenalin has worn off. 

In young children and neurotic persons infiltration 
anesthesia is impractical. ALBERT EHRENFRIED. 


Weston, T. A.: Report on 170 Cases Operated upon 
Under Spinal Anesthesia. Brit. M. J., 1916, 
ii, 794. 

For operations upon the abdomen and lower limbs 
the lateral posture was used for the injection; for 
perineal, the sitting-up posture. The height of anzs- 
thesia reached in each case was carefully noted and 
found to be usually the nipple line, although in 
some cases it extended a little higher. 

The average time at which anesthesia was com- 
plete was found to be three and a quarter minutes, 
the moment of injection being carefully recorded 
in each case. The duration of the anesthesia was 
found to be ample for the cases under consideration, 
lasting usually fifty to sixty minutes, though in some 
cases longer. 

As to the after-effects, no serious untoward 
effects were observed either during or after the 
injections. A few patients experienced slight 
dyspnoea during abdominal operations if the 
anesthesia reached above the nipple line, but this 
disappeared rapidly on slightly elevating the 
shoulders and head. 
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Slight headache occurred in one or two cases after 
operation, but was immediately abolished by the 
administration of phenacetin and caffeine. Weston 
believes that this headache is entirely due to un- 
skillful handling of the patient, because he noticed 
that if the patient was moved with extreme care no 
headache occurred. To minimize the shaking of 
the patient it is a good plan to have under the body 
a canvas stretcher upon which the patient can be 
moved from the table to his bed by the insertion 
of two bamboo poles—the table having previously 
been wheeled alongside the bed. If great attention 
is paid to these details Weston is sure no headache 
would ever occur. 

As to the advantages of spinal anesthesia, the 
principal one is the perfect relaxation obtained in 
abdominal and rectal operations. The portability 
of the necessary apparatus is also a great advantage, 
especially under tropical conditions where it is 
often difficult to obtain an anesthetist. Shock and 
respiratory disturbance are also greatly diminished, 
and this tends to a speedier convalescence. As 
regards the patient’s choice, Weston has always 
found that when patients have submitted to both 
general and spinal anesthesia they invariably prefer 
the latter. It was very noticeable that in a regiment 
soldiers frequently asked to have spinal anesthesia 
“because their pals had had it,” in preference to a 
general anesthetic. 

As to the disadvantages, they are mostly attrib- 
utable to lack of experience; the more experienced 
one becomes in the technique, the fewer the disad- 
vantages. The main disadvantage, however, is 
the limitation of the sphere of the operation to parts 
of the body below the nipple line. 

P. G, SKILLERN, JR. 


Zeno, A.: Ozo-Oxygen Protoxide Anesthesia (La 
angsthesea por et protoxido de ozo-oxigeno). Rev. 
Asoc. méd. argent., 1916, xxv, 168. 


According to the author anesthesia by ozo- 
oxygen protoxide is the most humane, secure, and 
agreeable method proposed up to the present time. 
It is principally indicated in operations of short 
duration and with patients whose general con- 
dition is not up to standard. If a deeper narcosis 
is desired, especially in abdominal operations, re- 
course must be had to ether with the same apparatus. 

The principal inconveniences are the high cost 
and the difficulty of obtaining competent an- 
zsthetists. 

In endo-abdominal interventions the author has 
employed an associated method which consists in 
the prior administration of morphine; rachidian 
analgesia sufficient to operate without other agent; 
narcosis with oxygen-protoxide with or without 
complementary ether. In the author’s opinion 
this method has these advantages: Suppression of 
pre-operative anxiety; the enormous relaxation of 
the walls and viscere which is seen only in rachid- 
ian analgesia and which much facilitates operative 
technique; elimination of the psychic shock which 
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is always observed in patients with difficult cases 
and where the intervention is long and tedious. 
W. A. BRENNAN. 


Rowe, L. W.: Trichlor-Tertiarybutyl Alcohol 
Anesthesia. J. Pharmacol. & Exp. Therap., 
1916, ix, 107. 


The author reviews the work that has been done 
with this compound in the production of anesthesia; 
and while he does not advocate its use as a general 
anesthetic in human surgery because of the very 
prolonged action of the drug and the consequent 
slow return to consciousness, since no antidote 
for its action has yet been discovered, he believes 
that as an anesthetic in experimental pharmacology 
or physiology where the recovery of the animal is 
not absolutely essential the compound has proven 
almost ideal. 

Regarding its employment he states: Trichlor- 
tertiarybutyl alcohol can be used in experiments 
where the recovery of the animal is desired, if a 
preliminary narcosis is produced by a hypodermic 
injection of morphine and followed with an intra- 
peritoneal injection of 0.2 gram trichlor-tertiary- 
butyl alcohol per kilo. This anesthesia will last 
four or five hours and recovery will be gradual 
but sure. Under these conditions more time is 
required to bring about the anesthesia, and the 
nausea produced by the morphine is a disagreeable 
feature. However, there is the marked advantage 
that the operator can work without the aid of an 
anesthetist and that there is a steady plane of 
anesthesia for the work. 

In summarizing the advantages of trichlor- 
tertiarybutyl alcohol as an anesthetic in animal 
experimentation, it can be briefly stated that a 
dose of 0.4 gram per kilogram body weight in- 
jected intraperitoneally produces rapid and com- 
= anesthesia lasting from twelve to forty-eight 

ours with the one injection. It is easily ad- 
ministered, requires no attention after the first 
dose, and gives a very steady plane of anesthesia 
which is well suited to blood-pressure investiga- 
tions or experimental surgery of all kinds. If the 
recovery of the animal is desired, morphine narcosis 
should be first produced and followed with one-half 
the above-mentioned standard dose of the drug. 

GeorcE E. BEILBy. 


SURGICAL INSTRUMENTS AND APPARATUS 


Ridlon, J.: A Leg-stretching Machine. J. Am. M. 
Ass., 1916, Ixvii, 1752. 

Ridlon has devised a simple, easily packed and 
transportable apparatus for obtaining traction, 
abduction, and fixation in certain types of tuber- 
culous hip, fractures about the upper femur, and 
knee deformities. It allows good fixation and 


application of plaster casts after the desired position 
is obtained, thus offering a wide field of usefulness. 
H. W. MEYERDING. 
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Pfahler, G. E.: The Treatment of Malignant Dis- 
ease About the Mouth by Combined Methods. 
J. Am. M. Ass., 1916, Ixvii, 1502. 


There are four different methods of treatment of 
malignant diseases occurring about the mouth: 
surgical removal, local destruction by means of 
electrothermic coagulation, deep roentgenotherapy, 
and the application of radium in the mouth. 

The author believes that electrothermic de- 
struction gives better results than excision in the 
mouth. He urges, however, the excision of the 
palpable metastatic glands in the neck. Following 
this treatment deep roentgenotherapy should be 
thoroughly applied, making use of as much cross- 
firing as possible. Electrothermic coagulation is 
produced by the resistance offered to the flow of 
electricity through the tissues. The effect can be 
thoroughly controlled by varying the relative sizes 
of the electrodes. The greatest destruction develops 
in the axis between the two electrodes with pro- 
gressive lessening at the edge of the magnetic field 
between them. In this process usually there is no 
bleeding, coagulation necrosis taking place. This 
prevents lymphatic metastasis. One must also be 
sure to destroy the entire diseased area, for there is 
danger of rapid extension from the periphery if the 
neoplasm is not entirely destroyed. This tendency 
to increased growth is probably due to the increased 
vascularity as a result of the treatment. Those 
cases suitable for this method must be so situated 
that the tissue can be included between two 
electrodes. 

Metastasis to the glands of the neck does not 
offer this opportunity. It is of doubtful utility in 
sarcomata. Here the author advises roentgeno- 
therapy alone. The advantages of this type of 
treatment are: 

1. The disease is destroyed by conductive heat 
which gives a zone of devitalization without the 
actual destruction of the healthy tissue. 

2. There are no raw surfaces to permit transplan- 
tation. 

3. No blood or lymphatic vessels are opened. 

4. Hemorrhages are not feared. 

5. There is no local infection. 

The object of deep roentgenotherapy as an ad- 
junct is to destroy the outlying cells that may be 
missed in the coagulation process. The author 
believes that radium should be used only in the 
mouth and not on the outside. He sees no advan- 
tage of radium over the roentgen ray when used from 
the outside. 

Among primary cases treated by the roentgen 
rays alone, he reports 8 cases of epithelioma of the 
lip treated by roentgen rays alone. Of these, 7 
patients recovered and have been well from a few 
months to eight years. 
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All primary cases treated by coagulation and 
roentgen rays have recovered from the epithelioma 
of the lip, and remained well to the present date, 
which is from a few months to seven years after the 
operation. 

He reports 4 primary cases treated by surgery and 
roentgen rays, all of which have recovered and 
have remained well from two or thirteen years. 
Three cases of local recurrence following excision 
treated by roentgen rays have recovered. One has 
died from intercurrent disease, but had remained 
well for several years. One patient is well after 
two years, and a third has been well seven years. 

Of recurrent cases treated by roentgen rays and 
electrothermic coagulation, two patients have re- 
mained well for a year each. 

The author believes that in the early stages of 
lip cancer he will be able to cure 100 per cent. 

Of 6 cases of epithelioma involving the dorsum 
of the tongue, 1 died, and 4 recovered and have re- 
mained well from one to four years. One case is 
too recent to classify. 

Of 6 cases of epithelioma involving the floor of the 
mouth, 5 developed recurrences, 3 have died, and 
3 are still under treatment. 

In epithelioma involving the cheek bone, cheek 
gums, jaw bone, and submaxillary glands, he has 
been disappointed in his results. 

Harry G. SLOAN. 


Speakman, W. C.: Fracture of the Maxillaries. 
Mil. Surgeon, 1916, xxxix, 514. 

The author describes the treatment of two classes 
of wounds of the face involving the maxillaries: 
one in which there is little loss of osseous tissue and 
which requires little else than a mechanical fixture 
for holding the teeth of the upper and lower jaw in 
occlusion until repair has taken place. The other . 
is a class of fractures more severe and complicated, 
the result of a missile of greater size producing 
several fractures and loss of considerable tissue. 
The article deals principally with the technique 
which the author has used more or less successfully 
in the latter class of war injuries. 

RosBert B. 


Sharpe, W.: The Operation of Cranial Decompres- 
sion for Certain Intracranial Conditions. 
Wis. M. J., 1916, xv, 173. 

After discussing various phases of modern cranial 
surgery the author concludes that the operation of 
cranial decompression is one which should be used 
much more frequently than it is at present; especial- 
ly is this true in the conditions of brain tumor, frac- 
ture of the skull, brain abscess, and selected cases 
of spastic paralysis due to an intracranial hemor- 
rhage at birth. ‘The subtemporal method of cranial 
decompression is the ideal route; besides being 
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less difficult technically, it exposes an area of the 
brain most frequently involved. This permanent 
decompression opening does not weaken the skull 
in that the thick overlying temporal muscle pro- 
tects it most adequately so that hernia cerebri are 
not to be feared. The operative mortality is low. 
Patients with intracranial conditions should not 
be permitted to become blind or to reach the dan- 
gerous stage of medullary compression without 
a oe decompression being performed 
early. 

Subtemporal decompression is indicated, first for 
the relief of intracranial pressure: (1) tumors of the 
brain, (a) localized tumors of the brain, viz., large 
cerebral tumors, irremovable tumors of the base of 
the midbrain. (6) unlocalized tumors; (2) fractures 
of the skull; (3) fractures of the vault, (a) linear 
fractures with no depression of the fragments, 
(b) depressed fractures of the vault; (4) fractures of 
the base of the skull; (5) brain abscess, particularly 
of either temporosphenoidal lobe; (6) selected cases 
of cerebral spastic paralysis; (7) as an exploratory 
procedure. After discussing these various condi- 
tions the author describes in detail the technique of 
the operation. Various statistics are given, among 
others the author’s of 159 cases of fracture of the 
base. P. G. SKILLERN, Jr. 


Constantini, P.: Lavage and Antisepsis of the 
Rachidian Canal in a Case of Traumatic Men- 
ingitis (Lavaggio e l’antisepsi del canale ra- 
chideo in un caso di meningite traumatica). Gazz. 
d. osp. ed. clin., Milano, 1916, xxxvii, 1143. 


In a case of traumatic meningitis resulting from 
a base cranial fracture after a bicycle accident, 
Constantini made a lumbar puncture and after the 
extraction of about too ccm. of non-purulent but 
turbid fluid injected 5 ccm. of isotonic electrargol. 
This was followed in a short time by a fall of 2° in 
the temperature. The cerebrospinal fluid showed 
the evidence of an acute inflammation but no micro- 
organism could be detected. The injections were 
continued (after extraction) for five consecutive 
days with a constant improvement in the symptoms. 
Cessation of the injections caused a recurrence of 
the intensive symptoms and a return of the high 
temperature. The injections of electrargol were 
resumed for the following seven days and then were 
followed by phenol injection for a few days more. 
All meningitis symptoms disappeared and the 
patient completely recovered. 

It is pointed out that Wolff in rors injected elec- 
trargol in cases of cerebrospinal meningitis with 
previous anesthesia of the dural sac, and Constan- 
tini himself has several times injected electrargol 
in the epidemic form of meningitis. 

This case, however, is the first in which he has 
used this method in traumatic meningitis, and the 
excellent result is encouraging. He also mentions 
that although the usual practice is not to extract 
more than 20 to 30 ccm. of spinal fluid, in this 
case he extracted 80 to 100. W. A. BRENNAN. 
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Heuer, G. J., and Dandy, W. E.: Roentgenography 
in the Localization of Brain Tumor Based 
upon a Series of One Hundred Consecutive 
Cases. Bull. Johns Hopkins Hosp., 1916, xxvi, 311. 


From the study of roentgenograms made from 
100 patients with symptoms of brain tumor the 
following summary is presented: 

1. With the exception of the comparatively few 
which show definite tumor shadows, roentgenograms 
of the head are merely an aid, though an important 
aid, in the diagnosis of brain tumor. 

2. Uncalcified tumors do not cast shadows in the 
roentgenogram, unless tumor tissue has invaded the 
accessory sinuses. A possible exception may be 
hypophyseal lesions which are viewed against the 
dark temporal fossa. 

3. Calcified or bony tumors cast shadows which 
are readily recognized. In our experience such 
shadows occur in 6 per cent of patients with brain 
tumor. Judging from the literature, however, our 
experience has been fortunate. 

4. The sign in the skull of increased intracranial 
tension, i.e., enlargement of the skull, separation of 
the cranial sutures, general convolutional atrophy 
and destruction of the sella turcica, have a consider- 
able value in the differentiation between cerebral 
and subtentorial lesions, for they indicate an internal 
hydrocephalus, which in our experience occurs only 
rarely in cerebral tumors, but is the usual accom- 
paniment of posterior fossa tumors. It is of im- 
portance to remember that destruction of the 
sella turcica may be a general pressure phenomenon, 
especially in the differential diagnosis between supra- 
sellar and cerebellar tumor in blind patients. 

5. The local changes in the skull due to brain 
tumor are, in the author’s experience, of greatest 
value in the diagnosis of hypophyseal or suprasellar 
lesions. The combination of characteristic eye- 
changes and local sellar destruction or enlargement 
makes the diagnosis the most certain, perhaps, of 
all intracranial conditions. 

6. Local hypertrophy of the skull over cerebral 
tumors is of definite diagnostic value and has 
occurred in 4 per cent of the author’s patients. 
Local atrophy of the skull over tumors is of equal 
diagnostic importance, but has occurred in only 2 
per cent of the patients. Local unilateral vascular 
changes also have definite diagnostic significance 
and have occurred in 4 per cent of the patients. 
Local convolutional atrophy is of importance in the 
focal diagnosis of tumor only when demonstrably 
unilateral —in the authors’ experience this has 
been rare. Local enlargement of the internal 
auditory meatus has thus far in their experience 
had little diagnostic value. 

7. The usual position and characteristic appear- 
ance of shadows due to the calcification of structures 
normally present in the intracranial chamber 


should be remembered. 

8. In about 45 per cent of the patients in this 
series roentgenography has been of real diagnostic 
value. 
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As early as 1897 experiments had been made to 
show that brain tumors could be shown from pre- 
served specimens, but it was entirely a different 
matter to produce the same shadow upon the living, 
even with the most modern equipment. The normal 
irregularity of the skull with the different shadows 
and pseudoshadows that are naturally produced 
makes the study of brain cases a most difficult 
matter. Their results were verified either by op- 
eration or autopsy in 68, while 96 were operated 
upon. In 32 they hesitate to make a final report. 

From an X-ray standpoint the authors divided 
the cases into three groups: (1) where the tumor 
cast a shadow; (2) where the tumor did not cast a 
shadow but caused some deformity of the skull that 
could be recognized; (3) those that gave no evidence 
upon the roentgenogram. 

A second subdivision was made in the first true 
_ tumor shadows: (1) uncalcified tumors; (2) cal- 
cified tumors. The second, changes in the skull due 
to tumor, has a longer list and is again further sub- 
divided: (a) changes in the skull due to general 
pressure: (1) enlargement of the skull; (2) separa- 
tion of the cranial sutures; (3) general convolutional 
atrophy; (4) destruction of the sella turcica; (b) 
local changes in the skull; (1) local hypertrophy of 
the skull; (2) local expansion or enlargement with- 
out destruction, (3) local atrophic changes, (4) 
local convolutional atrophy, (5) local sellar destruc- 
tion; (c) vascular changes in the skull due to tumor. 

Extensive tables are given illustrating the different 
divisions of these classes as well as some cases given 
in detail, especially where comparisons are made 
between those instances where the shadow upon the 
plate and symptoms might lead to confusion. 
Tables and cases are cited where the shadow, pseudo- 
shadow, or irregularity of the skull might be mis- 
taken for tumor and compared with those of positive 
importance. W. S. NEwcomet. 


Schultze: Lumbar Puncture in Brain Tumors 
(Lumbalpunktion bei Hirntumoren). Deutsche 
med. Wchnschr., 1916, xlii, 1211. 


Schultze calls attention to the danger arising 
from therapeutic lumbar punctures in brain tumor 
cases. He mentions the case of a boy who fell from 
a height on his forehead and who soon after showed 
right-sided hemiparesis including facial paralysis 
on the same side. The history of the case prior to 
the fall presumed the existence of a brain tumor, 
which no doubt was complicated on his falling by 
meningeal or cerebral hemorrhage. The pressure 
of the cerebrospinal fluid was 330 mm. and the 
fluid was clear. Only sufficient fluid was extracted 
by puncture to render the pressure normal. On 
the same night there was vomiting, and the following 
day heart failure and death occurred. Autopsy 
showed a glioma on the upper left half of the pons 
which was partly covered by a fresh hemorrhage. 
This hemorrhage seems unquestionably to have 
been due to the removal of the cerebrospinal fluid. 

W. A. BRENNAN. 
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Bassoe, P.: Tumors of the Third and Fourth Ven- 
tricles. J. Am. M. Ass., 1916, Ixvii, 1423. 

A series of six cases of tumors of the third and 
fourth ventricles is reported by the author in detail; 
one case being an involvement of the third, and five 
of the fourth ventricle. 

According to Weisenburg the symptoms of tumor 
of the third ventricle are: (1) exophthalmos; (2) 
paralysis of the associated ocular movements; (3) 
large pupils with impaired reaction; (3) ataxia of 
the cerebellar type. 

The first case occurred in a boy 14 years old, with 
rather precocious genital and hairy development 
suggesting hyperpinealism. There was limitation 
of ocular movements; papillitis and blindness; 
ataxia; headache; drowsiness; and mental dullness. 
The patient died. Necropsy showed a soft tumor 
filling the third ventricle and a secondary hydro- 
cephalus. The histological report was soft glioma. 

Tumors of the fourth ventricle are much more 
common. The symptoms clinically are frequently 
those of meningitis, i. e., stiffness of the neck and 
occipital pain, and an increase of cells, globulin, and 
pressure in the spinal fluid. Sudden death is very 
frequent. 

The second case occurred in a boy of two and one- 

half years. Early symptoms suggested meningitis. 
Examination of the spinal fluid showed an increase 
in cells both polynuclear and mononuclear and no 
bacteria. Papillitis was present. The symptoms 
lasted five and one-half months when the patient 
suddenly died. Necrospy showed a large hard 
tumor in the fourth ventricle, breaking through 
and almost surrounding the pons. The histological 
report was glioma. 
- The third case, in a girl five and one-half years of 
age, showed a clinical picture of cerebellar tumor. 
Suboccipital operation was attempted but the 
patient died before the dura was opened. Necropsy 
showed a small tumor in the upper part of the fourth 
ventricle with marked hydrocephalus. 
tological report was glioma. 

The fourth case was that of a man 58 years old 
with specific history and symptoms of cardiovascular 
trouble. He showed mental deterioration, delu- 
sions, and delirium. He died suddenly. Necropsy 
showed a small sessile tumor in the floor of the 
fourth ventricle. The histological report was glioma. 

The fifth case was in a man 38 years old, who for 
five years had complained of headache, dizziness, and 
vomiting, with early relative weakness in the left 
side. He showed mild mental deterioration and 
symptoms of cardiorenal trouble. Death occurred 
from hypostatic pneumonia. Necropsy showed a 
sessile tumor in the floor of the fourth ventricle. 
The histological report was glioma. 

The sixth case, in a boy five years old, began with 
headaches, and failing vision. He showed adiposity, 
unsteadiness, papillitis, and genital atrophy. Later 
blindness occurred, followed by two convulsions and 
marked general weakness. A right subtemporal 


decompression was done but death shortly followed. 


The his- - 
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Necropsy showed a tumor filling the fourth ventricle. 
The histological report was small round-cell sarcoma. 

In the treatment of these cases it appears that 
any sudden interference with intracranial pressure 
is dangerous, yet the author believes that operative 
removal of tumors of the fourth ventricle is not 
theoretically impossible; the ventricle being entered 
through the vermes, or below, provided the pressure 
in the posterior fossa is not dangerously high. To 
avoid this it is suggested that the operation be post- 
poned until the subsidence of headache and other 
pressure symptoms, and that a preliminary callosal 
puncture or puncture of one of the lateral ventricles 
be done, according to Professor Anton of Halle. 

P. M. CHasE. 


George, H. T.: The Accurate Radiography of the 
Pituitary Fossa and of the Sphenoidal Sinuses. 
Arch. Radiol. & Electrotherap., 1916, xxi, 169. 


The author describes in detail a method of ob- 
taining accurate plates of the sella. His method is 
a modification of the so-called Finzi method, in 
which coins are placed in the ears. As in the case 
of the Finzi method, the fluoroscopic screen is used 
to obtain the proper position of the head. 

Instead of the coins, the author uses a large circle 
of lead and a smaller lead disc, which is imbedded in 
cardboard. The lead ring is placed over one ear 
and the disc over the other, and by means of the 
fluoroscope the lead disc is brought in the center of 
the circle of lead, and plates made after the tube 
has been properly centered as regards the ring and 
disc. The only chance for error, of course, is an 
asymmetrical position of the ears, and the author 
thinks this can be disregarded. 

The measurements suggested for the lead ring 
are 20 millimeters over all and the diameter of the 
circle inside the ring 14 millimeters; the thickness is 
1.5 millimeters; the diameter of the lead disc sug- 
gested is 7 millimeters. 

After centering the tube, and having the head in 
proper position, the tube is carried 3 centimeters 
forward and 2.5 centimeters upward. 

The necessity for holding the exact lateral posi- 
tion of the head in making roentgenograms of the 
sella turcica can be best illustrated by the study 
of a skull under the screen, the slightest change in 
the position of the head giving a marked distortion 
of the measurements of the sella. 

The article is illustrated by several views of the 
sella made with and without the proper position of 
the head. W. A. Evans. 


Maranon: Traumatic Lesion of the Posterior Lobe 
of Hypophysis; Typical Froehlich Syndrome; 
Diabetes insipidus (Lesions traumatica del lobulo 
posterior de la hipofisis; sindrome de Froehlich 
tipico; diabetes insipido). Rev. de med. y cirug. 
pract., Madrid, 1916, xl, 104. 


A boy of 13 years received a pistol wound in the 
frontal region, a few millimeters to the right of the 
medial line. There was a slight hemorrhage 
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which soon ceased but there were no other observed 
effects. After about 20 days the urinary output 
was increased to 6 or 7 liters per day without glyco- 
suria or albuminuria. Seven months after the ac- 
cident the boy showed: diabetes insipidus, complete 
sexual infantilism, extraordinary increase of abdom- 
inal fat, particularly in the epigastric and supra- 
pubic regions. 

In the presence of such symptoms, the author 
believed that the bullet lodged in the hypophysary 
region and radiography confirmed this. Lateral 
projection showed the projectile detained in the 
infundibular region, tending toward the clinoid 
posterior apophysis, having thus injured the 
infundibulum, the pituitary stem, and possibly 
compressing the posterior lobe. Frontal pro- 
jection showed the bullet in the sella turcica region 
without descending to the fundus and somewhat to 
the left. 

Marafion thinks that this case demonstrates in a 
definite manner how Froehlich’s syndrome is 
brought about by a lesion of the hypophysis in the 
infundibular region and in the hypophyseal stalk; 
and it confirms the hypothesis maintained by Cush- 
ing especially that section of the stalk produces the 
same effect as destruction of the hypophysis itself. 
The case is, moreover, a very definite and com- 
plete confirmation of the pathogenesis of diabetes 
insipidus. Examination of the nervous system as 
well as the visual apparatus showed no disturbance. 

W. A. BRENNAN. 


NECK 


Morestin, H.: Tumor of the Inter- or Retroca- 
rotid Corpuscle (Tumeur du corpuscule inter- 
ou rétro-carotidien). Bull. et mém. Soc. de chir. 
de Par., 1916, xlii, 2308. 

The little organ designated by the names of in- 
tercarotidean ganglion, carotidean gland, or retro- 
carotidean corpuscle is but rarely the site of a 
tumor. There are only about 11 such reported in 
the literature. 

Morestin gives the clinical details of a case of 
this kind which he operated upon. ‘The tumor was 
the size of an egg, and the dissection was extremely 
slow and difficult on account of the anatomical 
difficulties. None of the vessels or nerves of the 
region were injured in the extirpation. The speci- 
men after removal was histologically examined and 
found to be a carotidean paraganglioma. 

W. A. BRENNAN. 


Porter, M. F.: The Surgical Treatment of Goiter. 
Ann. Surg., Phila., 1916, lxiv, 395. 


The author expresses his opinion as to how the 
results achieved by surgical treatment can be im- 
proved. Of the cases which die without operation 
some have been refused operation because of 
coexisting nephritis or diabetes, conditions which 
should argue for, rather than against operation, since 
the signs frequently disappear with those of exoph- 
thalmic goiter. 
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The percentage of failures and deaths following 
thyroidectomy would be materially reduced if 
judicious surgery were employed and more frequent- 
ly. It should be the rule to remove all permanent 
goiters whether they are producing symptoms or 
not on the same grounds that we remove warts, 
moles, and chronically inflamed areas to prevent 
their becoming malignant. 

Recurrences can be prevented by removing 
enough of the surrounding tissue at the primary 
operation. The author removes from five-sixths 
to nine-tenths of the gland and in over one hundred 
cases has had no recurrence nor a single case of 
myxoedema. All nodular areas should be com- 
pletely removed since such are especially prone to ma- 
lignant degeneration. A warning is given to be on 
the lookout for hyperthyroidism in cases to be 
operated upon for other conditions. 
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Failure to get relief from operation though there 
be no recurrence of the goiter is usually due to 
incomplete removal of diseased tissue. The author 
recommends a large incision with complete exposure 
of the gland and removal of all diseased tissue. If 
the whole area is involved, only a very small portion 
is left. 

To reduce the immediate mortality of operation 
the author recommends the substitution of boiling 
water injections for ligation preliminary to thyroid- 
ectomy, by using the injections as a substitute for 
all operative interference in mild cases with little 
or no enlargement of the thyroid and in extremely 
grave cases. Anorexia, diarrhoea, and mental 
derangement are especially unfavorable symptoms. 
There is no way to differentiate the cardiac symp- 
toms due to myocardial changes and those due to 
thyroid toxemia. E. FIscuet. 


SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Fischer, L. C.: Cancer of the Breast. 
Ga., 1916, vi, 117. 

The author sent to some of the leading surgeons 
in the United States the following questionnaire: 
First, is cancer on the increase? Secondly, what 
percentage of cancer of the breast recurs in your 
clinic? Thirdly, what percentage of patients die 
as a result of primary operations? Answers, to- 
gether with statistics, are given by Deaver, Rodman, 
Bloodgood, Morris, McGuire, Ochsner, and Kelly. 
According to these surgeons’ reports, permanent 
cures after operation for cancer of the breast range 
from 35 to 72 per cent. 

The remainder of the paper is devoted to citing 
statistics from various European clinics, to a de- 
scription of the Rodman operation, to citations 
from Murphy’s writings on cancer, and to abstracts 
of cases operated upon by the author. 

P. G. SKILLERN, JR. 


J. diss. 


Pauchet, V.: Treatment of Pleural Fistule 
(Traitement des fistules pleurales). Presse méd., 
1916, p. 604. 

Pleural infection results either from a chest injury 
or from an infection of the respiratory passages. 
Both pathological conditions being extremely fre- 
quent, the occurrence of fistulz is frequent. Before 
any attempt is made to treat such fistulz the surgeon 
must acquaint himself with two essential facts: 
(1) the resistance and state of vitality of the patient 
and (2) the extent and limits of the suppurative area. 

If the patient is chronically infected it is necessary 
to first disinfect the pleural cavity. For this the 
surgeon, either by the X-ray or by exploratory 
puncture, will determine the lowest point of the 
cavity. He will make an opening at this point with 
or without costal resection and place a drain. The 


cavity will be freely and completely drained. 
The patient should be kept in the open air, should use 
respiratory gymnastics, and sun- 
baths. 

When the general condition of the patient is 
satisfactory, he will be able to support a radical 
intervention. The choice of operation, which in any 
case is extensive, is based on a careful radiologic 
examination which will determine the type of the 
lesion (multilocular empyema, bilocular empyema, 
anterior cavity, subdiaphragmatic cavity, etc.). 

For the radical treatment of chronic empyema 
three operative methods are available: (1) pleuri- 
costal resection, (2) decortication of the lung, and 
(3) tamponade of the cavity; but often it may be 
necessary to combine two or even all three of the 
“ie either at one sitting or at successive inter- 
vals. 

1. In pleuricostal resection the ribs covering the 
suppurative area are removed. The resection 
should extend 1 or 2 cm. beyond the limits of the 
area. ‘The suppurative area is then carefully 
sounded or examined radiographically. Under the 
excised ribs a thickened pleural layer will be found 
which should be excised, the skin and muscular 
covering only being left. 

2. In pulmonary decortication if the lung is 
supple and elastic and there is no fibrous transforma- 
tion it must be freed from its pleural prison. The 
thickened pleura which smothers the lung must be 
removed. ‘The procedure is not easy and the author 
points out the difficulties that are experienced in 
obtaining a good application of the freed lung 
against the thoracic wall. To favor pleuropul- 
monary adherence the wound must be closed and 
aspiration instituted. If it is drained air enters 
and there is no tendency to create a void. 

Pauchet has treated a series of patients by pul- 
monary decortication, having first carefully pre- 
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Fig. 1. Fig. 2. 


Fig. 1. V-incision for abscess of the posterolateral 
pleural cavity. The ribs are shown by dotted lines. Line 
A corresponds to the middle of the axillary hollow. Line 
C is about two finger-breadths from the vertebral column. 
Line B corresponds to the lowest point of the pleural area. 

Fig. 2. How the foregoing will look after reparation. 
The operator incises a part of the cutaneous strip so as to 
widely tampon the suppurative cavity. 


pared and examined them. All have recovered; but 
all have shown complications. They have recovered 
because they were rigorously prepared. If they had 
been operated upon in a cachectic state they would 
have died. 

3. In tamponade of the cavity, the cavity may 
be long and narrow passing along the vertebral 
column or may form a sort of cavern between two 
pulmonary lobes or on the diaphragm. The author 
has tried adipose grafts in the attempted tamponade 
of these cavities, but the results were failures as the 
graft was always eliminated. He now employs 
myoplastic tamponade as advocated by Mayo, using 
a living strip of thoracic muscle. The technique is 
described, and the incisions used in the different 
procedures are illustrated. 

Pauchet says that the problem of treating em- 
pyema is a purely mechanical one. It is merely 
filling a void, either by bringing the lung toward the 
thoracic wall or bringing the thoracic wall before the 
lung. It may take a full year to effect it in several 
operations. 

The technique of the treatment is briefly as 
follows: 

1. Prepare the patient for radical treatment by 
drainage and hy physical treatment. 

2. When the patient is resistant, make a precise 
diagnosis by the aid of radioscopy and choose 
between the three operations—pleuricostal resection, 
decortication, and tamponade of the cavity. 


Fig. 3. Fig. 4. 


Fig. 3. Incision for anterolateral pleural abscess— 
shape of reversed T. 
Fig. 4. How the cavity will appear after cicatrization. 


3. Regional anesthesia should be used; no narcosis. 

4. Hemostasis should be used for perfect results; 
and the after-care should be carefully supervised. 

5. Do not fear to perform the operation in two 

or three stages, even at intervals of several months. 
W. A. BRENNAN. 


TRACHEA AND LUNGS 


Means, J. H., and Balboni, G. M.: The Various 
Factors of Respiration in Persons with Pneu- 
mothorax. J. Exp. Med., 1916, xxiv, 671. 


In connection with the study of the respiration in 
experimental pneumonia, recently reported by 
Newburgh, Means, and Porter, it seemed desirable 
to the authors to find out what effect a great reduc- 
tion in the functioning lung surface would have on 
the various factors of respiration. Since pneu- 
mothorax presents this condition, the present re- 
search was undertaken. The author’s observations 
were made upon four cases in which pneumothorax 
was being produced for the treatment of pulmonary 
disease, and upon one case of spontaneous pneu- 
mothorax. 

The observations on these five subjects showed 
that all the factors of respiration are essentially 
normal in persons with one lung collapsed. The 
gaseous exchange was normal, for if the basal metab- 
olism be calculated, normal values are obtained: 
37.3 calories per sq. mm. per hour for Case 1, 42.0 
for Case 2, and 36.9 for Case 3, all within 10 per 
cent of the normal average for women of their age. 
The respiratory quotients were perfectly reasonable 
except that that of 0.71 for Case 2, which is some- 
what low. This patient was, however, the subject 
with the most active tuberculosis which the authors 
observed, and might easily have had an increased 
catabolism and so reach a fasting respiratory quo- 
tient sooner than a normal subject. 
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The respiration rate, the volume per respiration, 
and the total ventilation of the lungs, in the three 
cases in which they were determined, were all 
probably within normal limits, though possibly the 
total ventilation in Case 2 was a little higher than 
is usually found. The percentage of carbon dioxide 
in the expired air was within normal limits in Cases 1 
and 3, but somewhat low in Case 2. 

The alveolar carbon dioxide by the Plesch method 
the authors found normal in Case 1 (44.3 mm.) and 
Case 5 (41.5 mm.) but somewhat low (39 mm.) in 


Case 2, which they believe probably explains the 


low percentage of carbon dioxide in the expired air, 
and the higher ventilation in the case of the last 
subject, and it may have been due to a very slight 
acidosis. 

From their observations the authors believe it 
may be said that at rest all the factors of respiration, 
gaseous exchange, carbon dioxide tension, and the 
mechanical factors, are normal in persons with a 
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collapsed lung, that the reaction to carbon dioxide 
is normal up to the point at which the respiration 
is trebled, or sometimes quadrupled, but that be- 
yond that point a limit may be reached. 

The ventilation of the lungs, they state, can be 
accomplished in an entirely normal manner in spite 
of a greatly reduced vital capacity, and the only 
difference between normal persons and persons with 
a collapsed lung is that the latter when called upon 
to increase their ventilation reach their limit a little 
sooner than the former. 

From these findings it seems to the authors that 
there will be no dyspnoea except after moderate 
exertion, which deduction is borne out by the 
histories of the patients. In other words, they say, 
in the lungs as in other organs, there is a large factor 
of safety, one lung being as efficient as two, except 
when the work done calls for more than a threefold 
increase in the normal ventilation. 

GEorGE BEILBY. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Belaustegui, F.: Congenital Diaphragmatic Hernia 
Operated and Cured (Hernia diafragmatica con- 
genita operada y curada). Prensa méd. argent., 
1916, iii, 173. 


The patient in the case reported simultaneously 
with the symptoms of her first pregnancy experi- 
encing exceptionally severe gastric disturbances 
which increased so much that the pregnancy 
terminated in an abortion after 40 days. 

From a radiographic examination her physician 
believed it to be a case of bilocular stomach and sent 
her to the hospital. 

The result of radioscopic observation and test 
meals showed that ingested bismuth descended by 
the right side instead of the left and that when it 
reached the colon, part of the latter was observed to 
be in the left haemothorax. Hernia was evident and 
intervention was decided upon. A voluminous her- 
nia was exposed in the left lateral thoracic region, 
which began to reduce spontaneously. 

The whole transverse colon was in the thorax; 
radiography has demonstrated that the ascending 
and descending colons turn toward the iliac fossa 
following a rectilinear direction without revealing 
the iliac sigmoid. The pleura was normal. 

As the neck of the hernia was not accessible 
through the incision the operation was limited to 
reduction and section of the sac. The diaphrag- 
matic orifice admitted four fingers. 

A later operation which was intended was not 
found necessary as the stomach has since resumed its 
normal position and gastric disturbances have 
ceased. The patient’s history left no doubt that 
the hernia was congenital in origin. 

W. A. BRENNAN. 


Bailleul, L. C.: Bullet Wrapped in Great Epiploon 
Mobile in a Hernial Sac (Balle d’obus enrobée 
par le grand épiploon et mobile dans un sac herni- 
aire). Progrés, méd., 1916, p. 228. 


Bailleul reports the case of a man who was 
wounded August 30, 1914, while lying down. He 
recovered quickly, but in the following January he 
noticed for the first time the existence of a left in- 
guinal hernia. On examination a round tumor was 
found in the left inguinal region having the char- 
acteristics of an epiploic hernia. The man stated that 
he felt the presence of a projectile intermittently in 
this hernia. His statement was confirmed by radio- 
graphs, which showed the bullet to be mobile in 
the sac. On intervention, the sac was found to have 
the same characteristics as a congenital hernial sac;a 
voluminous epiploic fringe was withdrawn from it, 
to which was appended a round bullet, completely 
envoloped by the serous. There was a cicatricial 
thickening of the epiploon above it. The recovery 
was without incident. W. A. BRENNAN. 


GASTRO-INTESTINAL TRACT 


Richardson, E. P.: Acute and Subacute Perfora- 
tions of the Stomach and Duodenum. 7r. South. 
Surg. & Gynec. Soc., White Sulphur Springs, 1916, Dec. 


This paper is based on 104 acute and subacute 
perforations of the stomach and duodenum occurring 
between 1896-1915, and includes the total surgical 
experience of the hospital with these conditions. 
The author’s principal object is to consider the late 
results with especial attention to the advisability of 
gastro-enterostomy as a primary measure, although 
the stastistics afforded by this group of cases have 
been included. 

Of 104 cases 90 were operated upon. Of these, 
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8 showed local abscess, the remaining 82 a dif- 
fuse peritonitis. The general operative mortal- 
ity was 35.5 per cent. The cases of gastric perfora- 
tion gave a mortality of 50 per cent, the duodenal 
31 percent. During the past decade, the mortality 
of gastric perforation with diffuse peritonitis has 
remained high, 43.5 per cent, while that of duodenal 
perforation has dropped to 24.4 per cent. One- 
quarter of the operative deaths, or 8 deaths in 32, 
was apparently due to subdiaphragmatic abscess. 

The late results in cases treated without a primary 
gastro-enterostomy show approximately one-half 
of the cases followed apparently well. The points 
suggested by a study of this group of cases are: 

This series gives no evidence that pyloric ob- 
struction is a factor increasing the primary mortal- 
ity which might be avoided by an immediate gastro- 
enterostomy. 

Gastric perforations carry a distinctly higher 
mortality than duodenal. 

The mortality of both gastric and duodenal per- 
forations is high after middle life. 

One-half the cases of perforation, treated by 
suture alone, were apparently cured following 
operation. 

Therefore, an additional gastro-enterostomy may 
well be avoided in cases of gastric perforation, in 
patients beyond middle life, and in any case where 
the general condition or lapse of time since perfora- 
tion suggests possible death from peritonitis. 

This series suggests that for the average surgeon, 
at least, the rule should be to close the perforation, 
and the exception to add a gastro-enterostomy. 


Sherwood-Dunn, B.: Operating upon the Posterior 
Face of the Stomach by the Intercolo-epiploic 
Route. Am. J. Surg., 1916, xxx, 313. 


For perforating wounds of the stomach, where it 
is necessary to reach the posterior face of the 
stomach, one has the choice of four routes: the 
gastrohepatic, the transmesocolic, the cologastric, 
and the new route, the epiplo-enterocolic, which 
exposes the posterior surface of the stomach by 
separating the greater omentum with its mesentery, 
from the transverse colon. The procedure recom- 
mends itself on account of the absence of hemor- 
rhage and the ease with which it is accomplished. 

The technique is simple: with a bistoury, an open- 
ing is scratched in the serous membrane of the 
transverse colon at’ its junction with the great 
omentum, then by gauze dissection, one is gradu- 
ally separated from the other, without tearing. By 
lifting up the apron of omentum thus freed, the 
posterior face of the stomach is exposed to full view, 
as well as the pancreas and duodenum. 

This route is valuable in a variety of conditions, 
in exploration of the stomach and duodenum, for 
the repair of gunshot wounds of the posterior face, 
in ulcers of the lesser curvature and posterior sur- 
face of the stomach, in dissections for cancer of the 
pylorus, and in operations upon x pancreas. 

E. K. ARMSTRONG. 


McGregor, J. K.: Considerations in the Diagnosis 
and Surgical Treatment of Gastric and Duod- 
enal Ulcer. Canad. M. Ass. J., 1916, vi, 1003. 


The author’s observations are made from a 
series of 45 consecutive cases of gastric and duodenal 
ulcer operated on without mortality. Of these, 
80 per cent were duodenal, the remainder gastric. 

The diagnosis was made on (1) personal history 
and (2) the result of radiography; the latter being 
more important and reliable. 

Of the symptoms, pain coming on about the time 
of the next meal is usually the most prominent. It 
should be remembered, however, that this pain is 
not always present and that when present may be 
due to a cause external to the stomach or duodenum. 
Tenderness likewise is of doubtful importance, and 
when marked should suggest perforation. Hzmor- 
rhage is rare in duodenal cases. 

In gastric cases, pain beginning shortly after 
food, vomiting, and hematemesis are the important 
symptoms. 

In radiography, the combination of the six-hour 
residue and hyperstalsis are the most important 
signs. In gastric ulcer McGregor believes the 
presence of Haudek’s niche on the lesser curvature 
with an incisura on the greater is a positive sign of 
perforation. 

The diagnosis being made, surgical intervention 
is advised, to relieve symptoms and remove a 
chance of cancer formation. Hemorrhagic cases, 
however, should have a previous medicinal course. 

The surgery consists of posterior gastro-enter- 
ostomy with special treatment of the ulcer. In the 
duodenum this means invagination or excision; in 
the stomach, resection or Balfour’s method of 
perforation by cautery. Linen sutures are still 
employed by the author. 

Rovsing’s idea of diaphanoscopy, substituting 
the cystoscope for the gastroscope to detect the 
ulcer, is highly recommended. 

Where ulcer is not found and suspicion points 
to the duodenum, McGregor advises that an attempt 
be made to invaginate the duodenum through the 
pylorus for inspection through a small opening in 
the stomach. A case is given where this was tried. 

The postoperative treatment of these cases is 
to leave them alone. 

The author has had no experience with the 
vicious circle and believes it to be due to some error 
of technique. P. M. Cuase. 


a“ C. W.: Gastric and Duodenal Ulcer, with 
Especial Reference to Etiology and Diagnosis. 
Am. J. Surg., 1916, xxx, 316. 


Ulcer is to be considered only as a symptom of any 
condition that will produce organic or spasmodic 
pyloric obstruction, and this condition may be 
present anywhere that chronic infection is to be 
found. Several ways in which experimental ulcer 
may be produced have been shown and experimental 
proof of the constitutional origin of ulcer has been 
advanced, but there remains a difference of opinion 
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as to how this is done, though generally speaking, 
all agree that in order to produce ulcer, occlusion 
of the local blood supply with ischemia is necessary. 
This condition may be brought about in a number of 
ways, in many instances being a result of spastic 
contractions of the pylorus. ‘This shows that there 
is a pre-ulcer stage which is usually medical and that 
prophylaxis is of the greatest importance in pre- 
venting ulcer formation. ‘The diagnosis of ulcer in 
this medical stage is extremely difficult but canbe 
done with the necessary laboratory and X-ray aids. 

Of 425 cases which were analyzed, 40 per cent 
had had a preceding infection, recent or remote; 
65 per cent were constipated; 7.5 per cent were 
operated upon for something else, which in all 
probability was ulcer; 59 per cent complained of 
pain, while in 83 per cent belching was a constant 
symptom. Pain occurred one or two hours after 
eating a light meal and three or four hours after a 
a heavy meal. In the author’s opinion, the pain is 
due to a tugging on the parietal peritoneum caused 
by the efforts of the stomach or duodenum to rid 
itself of a lesion. Of greater importance is the 
occurrence of tenderness, which was present in 81 
per cent of this series. ‘Tenderness in other organs 
must be eliminated, however. 

The chief value of gastric analysis is to afford an 
intelligent idea of proper dietetic treatment. As a 
diagnostic aid it is of secondary importance. The 
total contents of the stomach is of some value but 
is not as reliable as the raisin meal. Occult blood 
in the faces is of great value, providing other causes 
of a positive reaction can be eliminated. There is 
nothing in the urine to point to disease of the stom- 
ach or intestines, although the Cammidge reaction 
has indicated a pancreatic lesion in several instances. 
The trypsin test is also of value in the diagnosis 
of the latter condition. The chief value of the blood 
count is in differentiating medical from surgical 
conditions. The diagnostic examination of greatest 
importance is the roentgenological. If an ulcer 
cannot be demonstrated in this manner it is prob- 
ably not surgical. It is the one absolute method by 
which a medical ulcer may be differentiated from 
a surgical ulcer. Even copious hemorrhage is not 
a surgical indication unless the X-ray shows a de- 
fect. The absence of radiographic evidence of 
ulcer does not indicate the absence of ulcer, but it 
does indicate the presence of a medical and not a 
surgical condition. 

Differentiation between gastric and duodenal ul- 
cer is important, the former going on to scar forma- 
tion and obstruction and frequently cancer, the 
latter usually to perforation. In the latter case if 
medical treatment is not quickly successful surgical 
treatment should be advised. __E. K. Arstronc. 


Ochsner, A. J., and Smithies, F.: Benign Pyloric 
Stenosis and Its Management. Jvlerst. M. J., 
1916, xxiii, 845. 

Of 8,581 patients with digestive disorders 608 
were affected with some type of benign pyloric 
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stenosis. Definite proof of the nature and degree of 
the pyloric narrowing was possible at laparotomy or 
autopsy in 622 cases, or 89 plus per cent. The 
pyloric stenosis most commonly resulted from 
peptic ulcer, duodenal or gastric. 

In the order of their frequency, other causes of 
pyloric stenosis were gall-bladder disease and its 
complications, myomatoid hypertrophy of the 
pyloric and antral musculature, apparently con- 
sequent upon long maintained pyloric spasm, gas- 
tric syphilis, enlarged peripyloric lymph-glands, 
ailments of the pancreas (chronic inflammation, cyst, 
gumma), cirrhosis of the liver, hepatic syphilis, 
hydronephrosis of the right kidney, foreign body in 
the stomach, gastric myoma, pyloric polyp, volvulus 
(infant), cyst of the liver, pyloric varicosities, 
aneurism of the abdominal aorta. 

The symptomatic features noted are as follows: 

1. The characteristic of vomiting associated with 
pyloric stenosis is that when the diet is of moderate 
quantity and normal consistency emesis is a routine 
and generally a daily event. 

2. Weight loss usually follows. 
of cases it averaged 21 plus pounds. 

3. Eructatious, pyrosis, ‘‘water-brash,’” and 
regurgitation were distressing enough to warrant 
special attention in 57 per cent. 

4. Gross hemorrhage occurred in 31 per cent of 
the ulcer cases. Not rarely, bleeding followed ex- 
cessive vomiting and retching. 

5. Some form of abdominal discomfort was ex- 
perienced by 98 per cent of the patients. When 
pylotic stenosis is associated with active, open, 
peptic ulcer, the abdominal distress may be extreme. 

6. Visible gastric peristalsis was a sign of diag- 
nostic significance in rather more than 11 per cent 
of the cases. 

7. Tenderness to pressure in the right, upper 
quadrant was noted in 79 per cent of the patients. 
It was most pronounced in instances where the 
causes of the stenosis were active, or in perforating, 
peptic ulcer, distended gall-bladder, or in inflam- 
matory disease of the periphyloric glands or of the 
pancreas. 

8. Palpable ridge or tumor occurred in 18 per 
cent of the patients. The value of the various 
clinical tests and medical treatment is discussed. 

Surgical relief must provide several distinct 
conditions: 

1. It must make it possible to carry a sufficient 
amount of food into the intestines to nourish the 
patient properly. 

2. It must prevent the decomposition of food in 
the stomach which is due to retention. 

3. It must permit the mixing of bile and pan- 
creatic fluid with the food in a manner that will 
insure proper digestion. 

4. It must provide conditions which will prevent 
the occurrence of regurgitant vomiting, commonly 
known as the “vicious circle.” 

5. The character of the operation must be such 
as not to cause a greater amount of shock than can 


In the series 
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be borne by patients in the condition of bad nutri- 
tion in which they usually come into the hands of the 
surgeon. 

6. It must provide a mechanism that will be 
permanently satisfactory from the physiological 
standpoint. 

In order to obtain an opening sufficient to carry 
the food from the stomach to the intestine, the poste- 
rior short-loop gastro-enterostomy between the 
greater curvature of the stomach and the jejunum 
seems to have obtained permanent recognition. 
This operation should be performed with needle 
and thread. The opening should be at least 5 cm. 
in length and, in case the stomach has been enor- 
mously distended, it should be at least 7.5 cm. in 
length, in order that when the stomach walls be- 
come contracted the passage may not be too small. 

The location of this anastomosis should be made 
at the lowest point of the greater curvature, as near 
the pylorus as possible because this will at once 
prevent regurgitation of bile into the stomach, and 
it will prevent the tendency of the stomach contents 
to force its way through the contracted original 
pylorus. 

In case the patient’s strength warrants the ad- 
ditional manipulation necessary for closing the 
pyloric opening by section of the stomach at a 
point 1 to 2 cm. to the left of the pylorus, it is prob- 
able that this step is always indicated. If, however, 
the patient’s strength does not seem to warrant it, 
this step may be postponed until a later time when 
it can be performed with safety. 

Whatever surgical treatment is given, however, 
it is exceedingly important to give every patient 
carefully worked out, written instructions re- 
garding diet and general mode of living, not only 
during the period of convalescence, but for all time 
to come. Epwarp L. CorNnELL. 


Homans, J.: A Study of the Symptoms and Treat- 
ment of Congenital Transduodenal Bands. 
Boston M. & S. J., 1916, clxxv, 665. 


Homans seeks to throw some light on the ques- 
tion whether transduodenal bands of congenital 
origin give rise to such symptoms as to cause them 
to be considered as a pathological entity. 

The basis of the study is 11 cases. In the series 
there were 6 males and 5 females; the average age 
being 44 years, with an average duration of symp- 
toms of eight to nine years. 

In regard to the symptoms it was observed that 
the general character of the patient’s complaint 
tends to resemble that of ulcer or gall-bladder dis- 
ease, but gives the impression of a reflex symptom- 
complex. 

In respect to intermittency, the symptoms re- 
semble gall-stones or chronic appendicitis rather 
than ulcer, being steadily present. Likewise in 
respect to food relief; although when this is present 
it is more like the ulcer type. 

In respect to vomiting the condition is rather like 
gastric ulcer or gall-stones. 


Hematemesis was never noted. 

Gastric analysis proved to be of no diagnostic 
value as results showed a wide range of variation. 

The roentgen findings were very similar to those 
of duodenal ulcer. In 3 cases studied, 3 showed 
duodenal defects, 2 dilatations of the upper duode- 
num, 1 hour-glass stomach, 1 gastric hyperstalsis, 
and 1 atonic stomach. 

In diagnosis only once or twice was the presence 
of a band suspected, the usual diagnosis being 
duodenal or gastric ulcer and cholecystitis with 
stones. 

The detailed findings and histories of the 11 cases 
together with several X-ray pictures are given in the 
original. 

The treatment as a rule consisted of division of 
the band and such other surgical procedures as were 
indicated — appendectomy, etc. The author is 
inclined to favor Finney’s pyloroplasty as a valuable 
adjunct. 

From these facts Homans concludes as follows: 

Congenital transduodenal bands may be re- 
sponsible for symptoms “reflex” in type, which 
have, in spite of considerable divergence, a definite 
family resemblance. 

2. Accompanying these symptoms the roentgen 
findings very generally indicate duodenal spasm or 
dilatation of the first, or first and second, portion 
of the duodenum. 

3. Division of the bands and appropriate treat- 
ment of raw surfaces is satisfactorily curative, but 
plastic operations to widen the opening into the 
duodenum probably give the best results. 

4. Congenital transduodenal bands, judging from 
the frequency with which they are reported at 
autopsy, are not necessarily pathologic, but may 
be responsible for digestive disturbances, having a 
recognizable symptomatology, a prolonged course, 
and appropriate operative treatment. 

P. M. CHASE. 


Holden, W. B.: Mechanical Intestinal Obstruction. 
Northwest Med., 1916, xv, 361. 


The author reports briefly 43 operated cases of 
mechanical ileus, of which 36 recovered and 7 died, 
a mortality of 16% percent. There were 18 cases 
due to adhesions, 14 of these being postoperative; 
5 cases of volvulus; 8 of cancer of the large bowel; 
4 of intussusception; and 8 of strangulated hernia. 
The fatal cases were as follows: 

1. A male, age 17, had had intestinal obstruction 
five days, due to cancer of the descending colon; he 
was morphined, purged, and died six hours after a 
colostomy operation. The patient was moribund 
when first seen. 

2. A man, aged 6s, had a strangulated inguinal 
hernia of three days’ standing. Resection of the 
bowel was done. He died, twenty-one days after 
the operation and ten days after returning to his 
home, from gangrene of the lung following ether 
pneumonia. Autopsy revealed a perfect abdominal 
condition. 
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3. A woman, aged 30, had been given morphine 
and cathartics alternately for three days before she 
was referred toa surgeon. She died of toxemia and 
peritonitis two days after operation. 

4. A woman, aged 35, had been given morphine 
for pain and repeated doses of cathartics, including 
croton oil, for five days. She was in a very weak- 
ened condition. The author saw her for the first 
time a half hour before operation. Three feet of 
badly damaged intestine was resected. She died 
of shock two hours after operation. Too much 
surgery was attempted in this case. A simple 
enterostomy might have saved her, notwithstanding 
the atrocious medical treatment. 

s. A woman, aged 60, with volvulus, was mor- 
phined and purged for six days. She died 40 hours 
after operation of uremic convulsions. 

6. Aman, aged 55, had cancer of the caecum which 
had caused partial obstruction for some weeks 
and absolute for two days. The cecum was re- 
sected and the ileum anastomosed to the sigmoid. 
The operation was done in a private house in the 
country under poor surroundings. The patient died 
three days after, probably due to leakage at the line 
of sutures. 

7. A woman, aged 32, had cancer of the sigmoid 
with much glandular involvement. A _ short-cir- 
cuiting operation was done, but the patient died 
three days later. 

These last two cases illustrate the futility of 
attempting extensive intestinal surgery in acute 
obstructive cancer of the large bowel. The imme- 
diate cause of death in these last two cancer cases 
can be attributed to surgery. Both could have been 
temporarily saved by simple colostomy. All the 
other five cases died because of delayed surgery. 

Epwarp L, CorneELL. 


McGlannan, A.: Intussusception in Acute In- 
testinal Obstruction; Report of a Case Occur- 
ring with Round Worms. South. M.J., 1916, ix, 
977- 

In a series of 276 cases of acute intestinal ob- 
struction studied by McGlannan, 23 were due to 
intussusception. 

The intussusception occurred at the ileocecal 
region 15 times, in the small intestine 4 times, in the 
large intestine once, and at 2 different places in the 
small intestine once. 

In 17 cases the etiology of the intussusception 
could not be determined. In 3 cases tumors of the 
intestine were present, and in 2 cases there were 
intestinal worms. Six patients were under one 
year of age, 5 between two and four, 7 between six 
and eleven, and the remaining 5 were between 
twenty-four and thirty-five. 

The onset was sudden and marked by paroxysmal 
abdominal pain, associated with bloody or mucous 
stools, a visible or palpable abdominal or rectal 
tumor, vomiting, and visible peristalsis. Later, 
obstruction developed. 

One patient was seen too late for operation. 
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Of 12 cases in which the invagination was reduced by 
intra-abdominal manipulation 2 died. Reduction 
with enterostomy was done twice, with one death; 
resection with anastomosis 4 times, with one death; 
resection with enterostomy once, resulting fatally. 
In two cases after manual reduction tumors were 
removed, with recovery, and once the bowel was 
opened for removal of worms, death occurring 
sixteen hours later. All the fatalities occurred in 
children. ALBERT EHRENFRIED. 


Satterlee, G. R.: Chronic Intestinal Stasis. Am. 
J. M.Sc., 1916, clii, 727. 


Classification of intestinal toxemia, according to 
symptomatology is too indefinite, so the author has 
adopted one according to the location or locations 
of the lesion. Neoplasms and unusual obstructions 
omitted, the following classification is submitted: 

1. Gastric delay, due to gastric atony, ‘ water- 
trap’’ stomach, and reflex causes. 

2. Duodenojejunal obstructions, so frequently 
looked upon as evidence of intestinal toxemia and 
believed by Lane and Bloodgood to be mechanical. 

3. Ileocecal obstruction and non-obstructive 
ileal constipation. 

4. Chronic appendicitis. 

5. Czcal dilatation and constipation. 

6. Atonic constipation of the colon, especially of 
the transverse portion. Under this head may also 
be grouped the dubious so-called spastic constipation. 

7. Sigmoid constipation. 

8. Lesions of the rectal outlet. 

9. Combinations of these forms. 

A series of 136 cases was studied. Constipation as 
a primary or secondary complaint appears in 114 
cases, or 84 per cent; diarrhoea in 39, or 30 per cent, 
of which number 30 gave a history of both diarrhoea 
and constipation. In 5, or 3.5 per cent, the history 
was unreliable, and in 8, or 6 per cent, the bowel 
movements were normal. Colica mucosa occurred 
in 59, or 43 per cent; flatus to a marked degree in 104, 
or 76 per cent. Loss of weight occurred in 80, or 
60 per cent. Mental symptoms, varying from sim- 
ple inefficiencies to melancholias and epilepsies, 
deliria, and stupors, occurred in 54, or 40 per cent. 
Nerve symptoms, neuralgias, etc., occurred in 88, 
or 65 per cent. 

Motility is the cardinal point gained from the 
roentgen ray. The patient’s intestine may be 
ptosed to any degree without causing any symptoms. 
Although enteroptosis was absent in only 30, or 
22 per cent, it was probably a strong predisposing 
factor in their illness, as shown by therapeusis. 

Gastric constipation is determined by remnants 
of the bismuth or barium meal six hours after in- 
fection. Delay on this basis occurred in 54 cases. 
In only one was organic obstruction apparent. 

Ileal constipation, shown by retardation in the 
terminal ileum, was present in 3; ileal obstruction by 
Lane’s kink was relieved by operation in 1 case. 


Cecal constipation, or “residual cecum,” is 
determined by remnants of bismuth or barium in 
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the cecum and oral part of the ascending colon 
forty-eight hours after ingestion. It was present in 
57, Or 42 per cent, and was apparently responsible 
for much of the symptomatology in these patients. 

Colonic delay was determined by the same method. 
A duration of between 48 and 72 hours in 13, or 
9.5 per cent; of 72 hours or over in 75, or over 50 
per cent of the cases; in 15, or 11 per cent, the colon 
was emptied in 24 hours. 

Sigmoid constipation, or ‘residual sigmoid,” 
was considered when the sigmoid flexure failed to 
empty at the end of three days. It was noted 
in 47, Or 34.5 per cent, and associated with “residual 
cecum” in 22, or 16 per cent, and was uncomplicated 
by constipation in other parts of the gastro-enteric 
tract in 8 cases, or 6 per cent. 

The association of gastric, cecal, and sigmoid 
constipation was very instructive. Gastric con- 
stipation, uncomplicated and due to elongated 
stomachs with a long pyloric arm (12 cm. or over), 
the so-called “water-trap”’ stomach, was present 
in 7, or 5 per cent; ‘‘water-trap”’ stomach, with 
residue and intestinal adhesions, in 3; “‘ water-trap” 
stomach with residue and obstruction in cecum 2; 
‘‘water-trap”’ stomach with residue and cecal con- 
stipation 7, or 5 per cent; “water-trap” stomach 
with residue and sigmoid constipation 2; ‘residual 
stomach” with no apparent anatomical abnormality 
and sigmoid constipation 2. 

Gastric, cecal, and sigmoid constipation combined 
(normal types of stomach) occurred in 6 cases; the 
same due to neuroses of known etiology in 2 cases; 

astric constipation with chronic appendicitis 
Gent at operation) in 5 or 3.7 per cent; gastric 
constipation and ileocecal obstruction 1; gastric 
constipation with perirectal adhesions 2 cases. 

Of the entire series 33, or 25 per cent, had had 
their appendices removed without lasting benefit 
to the chronic condition. There were 31 abdominal 
sections: appendectomy, chronic or subacute 9; 
colon suspension 9; reconstruction of the colon 8; 
ileostomy 1; colon suspension, appendectomy, 
cholecystectomy, and adhesions 1; plication of 
cecum 1; colon suspension and nephropexy 1; 
gastro-enterostomy and Lane’s kink 1. 

The author’s observations upon the colonic vac- 
cines have been significant both in differential 
diagnosis and in therapy. The vaccine is pre- 
pared in the usual way from the prevailing type of 
colon bacillus isolated from the patient’s feces. 
The dosage is of very great importance, and in- 
jections should not be given when the bowel is 
loaded else an unnecessarily severe reaction is apt 
to result. The initial dose has been from 25,000,- 
000 to 50,000,000 continued at intervals from four to 
seven days, the maximum dose being 300,000,000 
bacilli. Epwarp L, CorNELL. 


Motley, J. C.: Appendicitis in Children. J. Am. 
M. Ass., 1916, lxvii, 1364. 

In reviewing his case histories, covering a period 

of five years, the author finds the records of 404 


cases of appendicitis. Thirty-seven, or approxi- 
mately 9 per cent, occurred in children of from 4 to 
14 years of age. Of the 37 children 2 died following 
operation, giving an operative mortality of 5.4 
per cent. In addition to this, one child entered the 
hospital in a moribund condition and died without 
operative interference; and one is known to have 
died of general miliary tuberculosis since leaving the 
hospital. The remaining 33 patients, so far as can 
be learned, are living and ab 9 


CLASSIFICATION OF CASES 


Condition No. of cases 
Chronic simple appendicitis... 6 
Chronic appendicitis, following former drainage of abscess...... 2 
po 4 
Acute, nonpertorating appendicitis. 
Acute, gangrenous, perforating appendicitis, with abscess....... 1 
Acute perforating appendicitis, with general, diffuse peritonitis. . 3 

POSTOPERATIVE COMPLICATIONS 

Condition No. of cases 


Secondary abdominal abscesses requiring secondary operations 


Postoperative pneumonia, toothache, and alveolar abscess...... I 
General miliary tuberculosis. I 


The most constant symptom of acute appendicitis 
in children is leucocytosis. The average leucocyte 
count is 17,400 per cubic millimeter, with an average 
polymorphonuclear count of 82 per cent. 

There is a very significant frequency of perfora- 
tive appendicitis following purgation. Of 19 
cases in which the appendix had perforated when the 
patients were admitted to the hospital, 16 gave a 
positive history of having been freely purged. 

There are several reasons for the high mortality 
in children. The early symptoms are not so clear- 
cut and definite asin adults. The attack in children 
often follows dietary indiscretion, and the parents 
naturally attribute the abdominal pain and nausea 
to an intestinal colic due to an overload of indigest- 
ible food. The violence of the symptoms is fre- 
quently not at all in proportion to the degree of 
appendiceal inflammation. Children, as a rule, are 
poor subjects for abdominal surgery; they with- 
stand shock badly and hemorrhage worse. The 
child has much less blood than the adult and the 
loss of a comparatively small volume in the young 
subject will often prove fatal. 

Early diagnosis and early operation seem to 
offer the best hope of reducing the mortality. If 
prompt operation is advised for adults, it is much 
more important for children. There are many 
reasons for the endorsement of this as a sound 
surgical principle. Children are naturally restless, 
rebel against confinement to bed and restraint, and 
generally take treatment badly. In addition to 
this, when food is withheld from a child, an acidosis 
soon develops and this is often a troublesome com- 
plication. As a prophylaxis against this condition, 
all children should be given glucose and soda, by 
bowel, after operation. Epwarp L, Cornett, 
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Blanes, I.: Appendicitis; Study Based on 120 In- 
terventions (Apendicitis; estudio basado en 120 
casos seguidos de intervencion). Rev. Asoc. méd. 
argent., 1916, Xxv, 169. 

The author’s summarized results based on 120 
operations in cases of appendicitis are: (1) When 
seeking the cecum in the iliac fossa, always exterior- 
ize the intestine, which is usually on the right side. 
(2) In an attack of appendicitis when after the 
beginning of the crisis there is cessation of the 
pains and then reappearance, the appendix should 
be perforated. (3) When an appendicitis patient 
shows superior costal respiration the peritoneum 
may be inflamed. (4) Appendicitis cases with 
abdominal tumefaction and frequent and small 
pulse die under operation. (5) In appendicitis pa- 
tients with a subicterus tint the prognosis is very 
grave. (6) The treatment of choice is intervention 
in the beginning of the disease. (7) The least 
mortality is obtained by the surgeon who operates 
with good technique as soon as the disease is 
diagnosed. W. A. BRENNAN. 


Kinghorn, H. M.: Appendicitis and Pulmonary 
Tuberculosis. J. Am. M. Ass., 1916, Ixvii, 1842. 


Appendicitis and intestinal tuberculosis are the 
two organic conditions in the intestines which are 
most frequently encountered in treating patients 
with pulmonary tuberculosis. 

The majority of cases of appendicitis occurring in 
patients with pulmonary tuberculosis have the usual 
classical symptoms. ‘There are several types of 
cases which are not classical and which can easily 
be overlooked. One is that type of case in which 
there are more or less chronic symptoms of intestinal 
indigestion. ‘The symptoms may be hardly definite 
or severe enough to direct attention to the appendix, 
but examination may show that the symptoms are 
due to a chronic appendicitis. 

Another type which is frequently encountered in 
tuberculous patients occurs as a mild appendicitis. 
The individual may complain of only a few cramps. 

There is still another masked form of appendicitis 
which is emphasized by Dieulafoy and which is 
occasionally seen in pulmonary cases. The onset 
of this form is by diarrhoea. If the patient has 
abdominal pain and diarrhoea, frequent physical 
examinations should be made of the abdomen in an 
attempt to find the seat of the pain. 

From October, 1905, to June, 1916, the author 
treated 727 patients with well-established pulmon- 
ary tuberculosis. The total number of cases of 
appendicitis was 43, or 5.9 per cent. Of this num- 
ber 29 were males and 14 females. As _ regards 
age, 4 cases occurred up to and including 20 years; 
22 occurred between 20 and 30 years (excluding 20 
and including 30); 12 between 30 and 40 years; and 
5 between 4o and 50 years. 

Of the 43 patients with appendicitis, 28 were 
operated on, 65.1 per cent, and 15 recovered with- 
out operation, 34.9 per cent. Of those who under- 


went operation, some were operated on during the 
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attack and others during the interval. Of those 
who did not undergo operation, the symptoms were 
so mild in character as not to demand operation. 

Of the 28 patients who underwent operation, 3, 
or 10.7 per cent, died. Two deaths occurred on the 
third day and one occurred four months following 
operation. Two cases had a complicating tuber- 
culosis of the intestine. 

Of the 28 patients who underwent operation, well 
defined tuberculosis of the appendix was found in 
7—25 per cent. Of these patients 5 were in the 
moderately advanced and 2 in the far advanced 
stage of pulmonary tuberculosis. Tuberculosis of 
the appendix seems, therefore, to be present in the 
advanced stages of phthisis. None of the incipient 
cases showed evidence of tuberculosis in the ap- 
pendix. 

One would think not only that these patients 
would stand operation badly, but also that the shock 
of the operation and the irritation of the anesthetic 
would have a bad effect on the disease in the lungs. 
The immediate danger from operation is slight and 
seems to be no greater than that which occurs with 
healthy persons. 

A local anesthetic of epinephrin chloride and 
novocaine is to be preferred above all other an- 
zesthetics as,it diminishes to a minimum the danger 
of shock and causes no irritation to the lungs. If 
local anesthesia cannot be employed, the combina- 
tion of nitrous oxide and oxygen is the anesthetic 
of choice. Ether was given to three patients and 
none experienced any ill effects whatever on the 
lungs from this anesthetic. 

When the appendicitis is mild or chronic, the 
pulmonary condition should be considered. When 
mild or chronic attacks occur in patients in good 
physical condition, a time for operation which is 
most suitable should be chosen. Many factors will 
influence the time. 

When mild or chronic attacks occur in patients 
in feeble or poor physical condition, the question of 
operation should be decided only after careful con- 
sideration. Each case must be considered by itself 
Such patients stand operation well. Should re- 
peated attacks endanger their health or keep them 
from taking sufficient nourishment, the appendix 
should be removed. Epwarp L. Cornett. 


Koerbl, H.: Sphincter Plastics in Incontinentia 
Alvi (Sphinkterplastik bei Incontinentia alvi), 
Arch. f. klin. Chir., 1916, cviii, 1. 


The basis of Koerbl’s report concerns the case of 
a soldier with complete incontinentia alvi resulting 
from anatomic lesions of the external and internal 
sphincters due to gunshot injuries. Lesions of the 
sphincters often result in peace time from various 
traumatisms and even from obstetrical procedures, 
and Koerbl therefore thinks that his method of 
restoration of muscle function will have due indica- 
tions. 

Koerbl describes the anatomy and physiology of 
the sphincters and the mechanism by which their 
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injury causes incontinence. In incontinence where 
sphincter suture can be done it is undoubtedly the 
method of choice; but in Koerbl’s case the very large 
defect in the external sphincter (nearly half the cir- 
cumference of the muscle) rendered direct suture 
impossible. 

None of the operative methods hitherto employed 
in such defects — contraction of intestinal tube, 
rectopexy, etc., seemed to Koerbl to give satisfac- 
tory results; because any improvement that results 
is mechanical only and although there may be con- 
tinence of hard stools yet a physiological continence 
is in no way obtained. 

The myoplastic operations of Shoemaker and 
Beresnegowski by which attempts have been made 
to train other muscles in the neighborhood of the 
intestine in substitution for the sphincters are un- 
physiologic, and their results have been very doubt- 
ful. They have value, however, in very extensive 
deficiencies or absence of the sphincters. 

In view of the unsatisfactory outlook from such 
methods Koerbl’s idea was if possible to restore the 
interrupted sphincterian function by plastic pro- 
cedures on the sphincters themselves. Experiments 
made on the cadaver showed that this was possible. 
He therefore applied it on his patient. More than 
half of the circumference of the external sphincter 
was lacking, the deeper parts being more involved 
than the superficial. Similarly more than half the 
circumference of the internal sphincter was lacking. 
After a previous contraction of the intestine it was 
found possible to grip the internal sphincter and 
join its separated ends with mattress sutures; but a 
direct union of the external sphincter ends, particu- 
larly the part covering the internal sphincter, was 
not possible. He therefore exposed the intact por- 
tion of the external sphincter by a perineal incision, 
and finding that the superficial muscular layers were 
distinctly separable with the vessels, from the 
deeper layers he easily obtained a strip of this 
superfice about 6 cm. long; this was pulled through 
the perineal incision under a preserved skin bridge 
to the defect in such a manner that the base of the 
flap lay at one end of the defect and its extremity 
at the other, and it was thus sutured to the two 
stumps. The complete ring of the deep external 
sphincter was thus re-formed. 

Koerbl has not been able to find any case in the 
literature in which by cleavage of the sphincter 
layers, defects in the muscular ring have been re- 
stored. 

The plastic procedures of Kehrer, Helferich, and 
Bilfinger were different; being in fact aimed at con- 
tracture of the sphincterian ring and not as in 
Koerbl’s case in order to obtain a widening and re- 
construction of it. 

While the contractility of the external sphincter 
is governed by the hemorrhoidal inferior nerve, 
Koerbl is satisfied from his cadaver experiments that 
in separating the superficial from the deeper parts of 
the muscle only a few of the smaller nerve-branches 
are destroyed. Similarly with the vascular supply. 
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The operation has been entirely successful; but 
the occurrence of occasional diarrhoea shows that 
although the internal sphincter is well supported by 
the suture of the external, yet the functioning of the 
internal after its suture is not ideal. 

W. A. BRENNAN. 


Smith, R.: Some Observations Concerning Post- 
operative Complications of the Lane Short 
Circuit and Colectomy. Surg., Gynec. & Obst., 
1916, xxiii, 539. 

The results of the Lane procedure are too often 
— by complications arising from the surgery 
itself. 

In ileocolostomy, impaction of the caecum neces- 
sitating secondary colectomy occurs in 20 per cent 
of Lane’s cases. The remedy lies in assuring this 
content a free outlet after it has backed up. The 
ileal content in all successful short circuit cases backs 
up into the blind pocket, and the only ones that 
become impacted are those with a partially ob- 
structed colon from which the solid residue cannot 
return. 

Short-circuiting around an obstructed colon is 
contra-indicated. 

Postoperative adhesions causing varying degrees 
of instetinal narrowing with secondary stasis are 
due to infection at the time of operation. The steps 
of the operation should be rearranged so that the 
abdominal contents are not exposed to infection after 
the colon has been opened and the sutures used in 
making the anastomosis handled. The technique 
of gastro-enterostomy in its comparatively sterile 
field cannot be safely used in the lower bowel. In 
colectomy alarming symptoms develop during con- 
valescence on account of dehydration due to the 
sudden removal of the absorbing organ. Fluid 
should be given subcutaneously for a period of a 
week or ten days. 

Careful selection of cases and careful selection of 
the type of operation for each case will prevent 
many postoperative complications, which have been 
attributed to the surgery itself. Ileocolostomy is 
designed to relieve a stasis in the ileum — the result 
of an obstruction. This has nothing to do with 
colon stasis or constipation. One should not expect 
to cure a mechanical difficulty in the large bowel 
with an operation designed only to relieve a me- 
chanical difficulty in the small bowel. If a patient 
suffering from toxemia from the small bowel only 
becomes a surgical case, the author believes that 
the simple Lane short circuit is the operation of 
choice. If, as is usually the case, the obstructed 
ileum is accompanied by a dilated cecum, which 
has lost its power to empty itself normally, the 
“Mayo right-sided colectomy” is, in the author’s 
opinion, the operation of choice. The technique, as 


developed in the Mayo Clinic, is free from the 
criticism of the Lane technique, in that the intestines 
are not handled after the colon has been opened, 
greatly lessening the possibility of infection, and 
there is no blind pocket left to become impacted. 


q 
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Drueck, C. J.: The Diagnosis of Cancer of the 
Rectum. Chicago M. Recorder, 1916, xxxviii, 637. 


Cancer in the rectum is the most fatal and some- 
times one of the most painful diseases. Its exact 
cause is obscure. The large bowel contributes 95 
per cent of all cancers of the intestinal canal and of 
these 80 per cent are in the rectum and 15 per cent 
in the colon. It is most frequent about three to 
five inches within the rectum, the lower limit of the 
growth being about on a level with the internal 
sphincter. It is the most fatal in this location be- 
cause of the rapid growth and the danger of ob- 
struction. Next in frequency is the region about the 
anus. The different proportions of epithelial 
structure and stroma determine the degree of 
malignancy and also the physical characteristics. 

Drueck differentiates cancerous ulceration from 
lupoid ulcer, plain tubercular ulcer, simple traumatic 
ulcer, eczema, rodent ulcer, and irritable ulcer or 
fissure. 

He then discusses cancers above the sphincter 
within the rectum where the diagnosis is more per- 
plexing. These belong to the columnar cell growths. 
The pathology of adenocarcinoma, encephaloid 
cancer, and scirrhous cancer is given. The en- 
cephaloid type grow rapidly and involve lymph- 
nodules early thus making recurrence early and 
frequent. The alveolar or colloid cancer follows 
through degeneration of the deeper structures which 
become cystic with a mucoid, glue-like, translucent, 
yellow substance. Generally speaking, the softer 
the cancer mass the more rapid the growth and the 
greater its malignancy. The encephaloid is the 
most malignant rectal tumor. The scirrhous cancer 
is the variety most frequently met with in the 
rectum. It arises in the submucous connective 
tissue as a hard nodule beneath the normal mucous 
membrane and more frequently on the anterior 
rectal wall; blood-vessels and nerves appear to be 
crushed out of the tumor, resulting in little hem- 
orrhage or pain; ulceration is late and as there is 
very little absorption or toxemia the cachexia 
comes on late. Melanotic cancer is rare within 
ee rectum and its histological relationship is not 
clear. 

Cancer begins insidiously. If it begins above the 
middle of the internal sphincter there is little pain, 
while if below the sphincter there is much pain. 
One of the first signs of trouble is a sense of fullness 
in the rectum or a feeling as if something is retained 
in the rectum after the bowels have moved; later 
pain with slight morning diarrhoea or sometimes 
several evacuations of mixed feces and mucus. As 
the sphincter becomes invaded there develops 
partial incontinence which later becomes complete. 

The ulcerations of cancer that produce the 
foetid discharge are of two kinds, that above the 
stricture and that of the growth itself. The former 


is usually of the scirrhous type while in encephaloid 
cancers the ulceration is of the second kind. In the 
encephaloid type the center degenerates as the 
growth spreads at the periphery, and as the cicatriza- 
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tion occurs the rectum becomes shorter. This 
contracting and the associated loss of fat about the 
parts produces the funnel-shaped anus so pathogno- 
monic of cancer. Blood and mucus is expelled in 
the presence of ulceration and is found in 90 per 
cent of all cases of encephaloid growths. Ob- 
struction of the bowel is a variable symptom. 

Digital examination is absolutely necessary. 
Every possible care must be taken in passing the 
finger through the obstruction when it surrounds the 
rectum, especially if near the peritoneal surfaces 
for fear of tearing through the friable wall and 
entering the abdomen. Numerous cases of rupture 
and sudden death have resulted from carelessness 
in making an examination. 

A brief differential diagnosis is given between 
scirrhous cancer, congenital stricture, benign fibrous 
stricture, encephaloid cancer, syphilitic lesions in- 
cluding gumma, and proliferating proctitis. 

Carv R. STEINKE. 


LIVER, PANCREAS, AND SPLEEN 


Blanes, I.: Abscess of the Liver (Abcesos del higado). 
Rev. Asoc. méd. argent., 1916, xxv, 170. 


The large ameebian liver abscesses observed by 
Blanes were in patients who had lived in the tropics. 
It is possible that some relation exists between 
appendicitis and amcebian abscesses of the liver. 

In liver abscesses the radiographic plates give a 
better idea than the most detailed examination of 
symptoms. On account of allowing change of 
position of the patient radioscopic examination has 
advantages over the radiographic plate in the locali- 
zation of the abscess. 

Exploratory puncture is indicated in cases in 
which the X-ray examination is negative. In 
gaseous abscesses radioscopy allows the shaking 
fluid to be observed. The right lobe of the liver 
and its convex face are the most frequent sites of an 
abscess. W. A. BRENNAN. 


Narath, A.: The Pathogenesis of Anzemic Necrosis 
of the Liver After Ligature of the Hepatic 
Artery and Its Prophylaxis by Arterioportal 
Anastomosis. Deutsche Zischr. f. Chir., 1916, 
cxxxv, No. 4. 


An article by Narath on ligature of the hepatic 
artery appeared in 1909 in which he criticized the 
clinical histories of five cases known up to that time, 
and gave the clinical history of a case operated upon 
by him. Since then other observations have been 
published and in this present article Narath collects 
20 cases of ligature of the hepatic artery done on the 
human subject. The matter was treated also ex- 
perimentally by von Haberer in 1905 and by Nico- 
letti in 1910. The clinical and experimental con- 
clusions arrived at are summed up thus: 

1. Ligature of the common hepatic artery before 
the branching of the great collaterals does not cause 
disturbance, owing to the facility with which col- 
lateral circulation is established. : 
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2. Ligature of the hepatic artery proper, i.e., 
between the pyloric and gastroduodenal emergencies, 
is permissible only in cases of necessity, because it 
may give rise to small foci of hepatic necrosis. 

3. Ligature of the hepatic artery beyond the 
pyloric and gastroduodenal emergencies is not per- 
missible on account of the imminent danger of 
necrosis of the liver. Hence, in the event of a 
wound of the artery at this point arterial suture or a 
prosthetic method must be adopted. An exception 
may be made in the case of aneurism, which usually 
determines by degrees a collateral circulation, and 
on this account the danger of liver necrosis is mini- 
mized. 

4. Ligature of either of the two hepatic branches 
of the artery is not permissible but may be done in 
an aneurism of one or both branches, especially 
ligature of the left branch in the resection of the 
liver for tumor. 

5. The foregoing refers to an artery with normal 
distribution. But varieties exist in which ligature 
of the hepatic can be executed without danger. 
Such varieties are recognized during the operatory 
act. 

6. In injuries to the artery, if suture or arterial 
reconstitution is not possible, the artery must be 
laced up in the injured part and not proximately so 
as to reduce the collateral circulation to the 
minimum. 

Narath accepts all these conclusions, following 
his own personal experiences and seeks a method of 
preventing hepatic necrosis when ligature of the 
artery must be done in a place where danger may be 
feared. Solution of this problem is according to 
Narath to be found in arterioportal anastomosis, 
either a laterolateral or a terminolateral anastomosis. 
Numerous personal experiments are minutely de- 
scribed with the microscopic details of the changes 
suffered by the liver, also the technique and the 
method to be followed in the human subject are 
outlined. W. A. BRENNAN. 


Rehfuss, M.E.: Clinical Diagnosis of Gall-Bladder. 
Penn. M. J., 1916, xx, 166. 


-Today in the study of gall-bladder disease we 
have not only the older methods of diagnosis 
(physical examination and clinical history), but 
through examination of the blood serum for changes 
in cholesterol content, examination of the bile ob- 
tained directly from the duodenum, and examination 
of the faces, more precise information can be 
obtained. 

According to Chaufford the most important factor 
in stone formation is an increase in the cholesterol 
content of the serum. This occurs in two ways, 
exogenous by a cholesterol rich food diet and en- 
dogenous in which the suprarenals and corpora lutea 
play important réles. The latter he considers as a 


temporary cholesterologenic gland in that it can 
produce cholesterol, and the former as the permanent 
gland. Not only is there an increase in the serum 
but there is a corresponding increase in the vescicular 
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bile. Further, it is believed that this cholesterol 
is eliminated by the liver-cell as cholic acid, and 
according to Grigant it is this acid that combines 
with the taurins, glycocolls, and bile-salts. Hence 
with an increase of cholesterol in the serum there is a 
decrease of bile-salts; such is found to be the case in 
icterus. 

In a series of 80 cases, 36 of which were proved 
cholelithiasis, the author found a definite increase 
in serum cholesterol over the accepted normal 
figures of 1.6 to 1.8 gr. per roo ccm. of serum 
and in all gastro-intestinal conditions a universally 
normal or subnormal finding. In a second series 
there were several cases of stones where the findings 
were normal. ‘This is explained by the fact that at 
the time of stone formation the cholesterol was in- 
creased but the latter fell to normal under a diet 
or disappearance of the other causative factors. 
Likewise there is quite a list of diseases such as 
nephritis, diabetes, syphilis, typhoid, cancer, tuber- 
culosis, acute infectious diseases, and others in 
which a cholesterol increase is found. These must 
be borne in mind in making a diagnosis. 

Medically, this indicates a cholesterol low diet, 
i.e., poor in lipoids, fatty meats and fishes, eggs, 
and certain vegetables such as peas, and surgically, 
removal of the gall-bladder. 

By the use of the Rehfuss tube the contents of 
the duodenum are aspirated and thus it is possible 
to obtain an uncontaminated specimen of bile for 
examination. The exact method for procedure is 
described in detail. In over 50 cases of gastrohepat- 
ic disorders the occurrence of turbid bile was rare. 
In ordinary caseS of cholelithiasis with interval 
colic and no infection of the ducts pus is never found, 
although micro-organisms may be grown. The 
opposite is true when signs of infection are present. 
Rehfuss believes that there is a change in the 
viscosity of the bile which may be measured by the 
drop method, and this may be of great advantage in 
infection of the ducts. It was also observed that 
the bile was always present no matter how deep the 
jaundice in cases with stones, and never present in 
cases of neoplasm. 

In examination of the feces after a modified 
Schmidt diet the gross character, presence, and 
type of mucus; microscopical evidence of inflamma- 
tion, blood, and pus; character of meat digestion; 
the presence of neutral or combined fats, fatty 
acids, and total fat; and evidences from the iodine 
reaction of undigested starches and the large organ- 
isms seen in deficient starch digestion are all noted. 
In complete duct obstruction the stools are acholic 
with an enormous increase in neutral fat; if only the 
bile-duct is blocked there is a great increase in split 
fats or fatty acids as well as the former. 

In pancreatic insufficiency all three varieties of 
food stuffs show anomalies, while in hepatic insuffi- 
ciency the fat digestion alone is disturbed. 

Hemolytic jaundice and hypertrophic cirrhosis 
both show in spite of the jaundice the presence of 
bile in the duodenal contents and feces. 


q 
q 
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In conclusion Rehfuss states that: 

1. We have at our command in the study of gall- 
bladder disease three important methods of 
value apart from the data elicited in the history and 
physical examination; namely, the study of the blood 
serum from the standpoint of its cholesterol con- 
tent, duodenal intubation, and an examination of 
the feces with a view toward noting particularly dis- 
turbances in bile elimination and fat digestion. 

2. In the great majority of cases of cholelithiasis 
there is an increase of the cholesterol content of the 
serum which is of diagnostic importance and which 
is found in other conditions frequently mistaken for 
this disease. 

3. The necessity of altering our conceptions of 
cholelithiasis is emphasized in the treatment of gall- 
bladder conditions in which stone is suspected; a 
cholesterol low diet should be instituted. 

4. Duodenal intubation is an important practical 
procedure which should be employed routinely in 
all gall-bladder cases and which in selected cases is 
capable of giving direct evidence of infection as 
well as information regarding pancreatic function. 

5. A microchemical study of the feces is to be 
made in every case with special reference to dis- 
turbances in fat digestion which are usually met 
with in gall-bladder disease. 

6. In arriving at a diagnosis, all data should be 
correlated and if necessary an analysis of other or- 
gans can be made so as to rule out conditions pre- 
senting a similar symptomatology. P.M. Caase. 


Nichols, H. J.: Experimental Observations on the 
Pathogenesis of Gall-Bladder Infections in 
Typhoid, Cholera, and Dysentery. J.Exp. Med., 
1916, Xxiv, 497. 

The author refers to the fact that the chronic 
carrier in the typhoid group of diseases as a result 
of infection is becoming of more and more impor- 
tance in epidemiology. In most cases the micro- 
organisms are known to be carried in the gall- 
bladder or gall-passages, and in cholera the infection 
seems to produce nearly the same result. At least 
semichronic intestinal carriers have been found, the 
author states, and their occurrence has been shown 
by various authors to be due to infection of the 
gall-bladder, so that Nichols believes that in this 
whole group of diseases, one of the most important 
problems of preventive medicine seems to be the 
prevention and cure of gall-bladder and _ gall- 
passage infections. 

He alludes to the fact that the subject has al- 
ready been approached from the experimental 
standpoint. The present paper, however, deals with 
experimental observations on the mechanism of 
gall-bladder infection in typhoid, concerning which 
our knowledge at present is still uncertain; the 
mechanism of infection in cholera and dysentery 
by a portal system; septicemia is suggested, and the 
antiseptic properties of rabbit bile are emphasized. 

The results of the experiments recorded in this 
study support the theory of descending infection of 
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the gall-bladder through the bile from the liver. 
Nichols believes that infection of the gall-bladder 
wall cannot be absolutely ruled out and probably 
occurs at times, but the bile-ducts seem to be the 
regular avenue of infection. This conclusion sug- 
gests to the author that prophylactic measures and 
possibly curative measures should be directed 
toward the bile rather than toward the blood stream 
and tissues. Vaccination, for example, he states, 
appears to have little effect in the prevention and 
cure of experimental or clinical lesions and in fact 
may favor the production of lesions by increased 
elimination of organisms in the bile. A great deal 
of experimental work has been done with various 
drugs and synthetic substances, the author notes, 
but the subject of the natural defences of the bile 
and the possibility of increasing them has been 
neglected. He believes that human bile must have 
some antiseptic action, because, in any septicemia, 
some micro-organisms undoubtedly pass through the 
bile-ducts and gall-bladder, but in only a compara- 
tively few cases do they produce a definite cholecys- 
titis. He states some specimens of human bile 
are bactericidal or inhibitive in vitro, while others 
are not. 

From his study the author concludes that the 
theory of the production of gall-bladder lesions 
in typhoid, by descending infection of the bile from 
the liver receives support from investigations with 
the common duct fistula method in the rabbit. 
More bacilli appear in the bile with increased doses, 
he states, and more gall-bladder infections are ob- 
tained by increased doses. More bacilli appear in 
the bile after mesenteric vein injection than after 
ear vein injection and more lesions result under the 
first condition. More bacilli appear in the bile 


’ after injection of the same dose in immunized an- 


imals than in normal animals and more lesions 
also result in immunized animals. In cholera 
and dysentery, he states, the same mechanism is 
suggested with the additional factor of a portal 
system septicemia. 

After the appearance of micro-organisms in 
rabbit bile, their fate is apparently largely de- 
termined by the antiseptic properties of the bile, 
the author believes, and 100 per cent infections can- 
not be secured by intravenous doses large enough to 
insure the presence of micro-organisms in the bile. 
Rabbit bile in vitro may be antiseptic to the micro- 
organisms considered, and the antiseptic action is 
largely due to its alkalinity. 

It seemed apparently possible to the author to 
protect the rabbit to some degree against gall- 
bladder infection by a previous injection of sodium 
bicarbonate, and he suggests alkaline therapy in 
the prevention and cure of gall-bladder carriers. 

GeorceE E. BEILBy. 


Hahne- 


Roman, D.: Surgery of the Gall-Bladder. 
man. Month., 1916, li, 830. 


The last twenty years have brought notable ad- 
vancement in the knowledge, by diagnosis and treat- 
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ment, of gall-bladder lesions, mainly through sur- 
gery and its associated means of clinical research. 

In formulating his judgment as regards the 
surgical aspects of gall-bladder diseases, the author 
has been influenced by a study of certain factors in 
the histories, operative findings, and results in his 
experience with 2,000 operations for lesions of the 
liver, gall-bladder, bile channels, and pancreas. 

When infection from nearby or from remote 
sources is the etiologic factor, whether reaching the 
bile channels through the blood or the lymphatic 
stream, or by extension and contiguity of structure 
from near by inflammatory foci, the septic process 
in the bile channels will, sooner or later, determine 
a lesion in the gall-bladder and bile-ducts essentially, 
and, from beginning to end, surgical. A septic 
gall-bladder, once recognized, should come under 
surgical supervision. 

Roman believes that pain in the upper right quad- 
rant of the abdomen should be less and less attrib- 
uted to ‘indigestion,’ “torpid liver,” and ‘dys- 
pepsia,” and lead more and more to a closer and 
earlier study of each individual case upon a basis of 
differential inquiry into the most common lesion of 
the upper abdomen. 

Since the earliest history of gall-bladder surgery, 
the case history and physical findings have played 
a most important réle in the diagnosis of these 
lesions; we all know how frequently we encounter 
in abdominal surgery, gall-stones without symptoms 
and symptoms without gall-stones. With all this 
uncertainty, however, there is probably no other 
surgical condition in which the case history is more 
essential to diagnostic conclusion than in gall- 
bladder disease. 

The author reviews briefly the histories of two 
recent cases of cholelithiasis, in which he operated 
in the face of the most negative clinical factors: 
in the first, the history was obscure and the physical 
findings undependable, while operation was justified 
on the grounds of long continued distress and gastric 
disorder, without relief under medical treatment. 
The second brings forth the lesson that case his- 
tories, as obtained by hospital internes and, lab- 
oratory reports, in the clinical study of cases, may 
prove misleading, even cases with clear landmarks 
for diagnostic judgment. 

The author believes that a carefully obtained 
history, concise, clear, and accurate, has been of 
greater aid in the diagnosis in gall-bladder disease 
than any other diagnostic data. 

He considers it more intricate and perplexing to 
make a diagnosis in chronic cholecystitis without 
stones, when the signs and symptoms are less 
prominent; even when the abdomen is opened, the 
gall-bladder, with much affected mucous membrane, 
may show little or no change in the external appear- 
ance and condition of the outer coats. 

Infection may be either ascending or descending, 
and occur without the presence of gall-stones, 
leading also to various changes in the gall-bladder. 

The most frequent symptom of gall-stone disease 
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is biliary colic; its production depends upon the 
free entrance of bile into the gall-bladder, with 
sudden temporary interference in its discharge into 
the common duct by a stoppage, either by rolling 
stones or by other obstruction. 

When the gall-bladder becomes entirely filled 
with gall-stones, bile sand, or inspissated bile and 
mucus, the patient may never experience biliary 
colic; it is the rolling stones or other movable ob- 
structions that usually cause colic. In infections 
with gall-stones, or without, which are allowed to 
advance until the liver, pancreas, and the neighbor- 
ing lymph-glands become involved in the infection 
with adhesions and structural changes, the operative 
mortality is high by virtue of delay and collateral 
complications, and extensions of septic processes, 
so that the gravity of surgical interference is entirely 
dependent upon, and in direct ratio to, early or late 
operation. 

The author believes that the knowledge of chro- 
nicity of biliary disease, the anatomical relationship 
of appendiceal and intestinal infections to the bile 
channels and metastatic routes to the pancreas, 
links into closer interdependence three pathologic 
entities which should be borne in mind by the gen- 
eral practitioner and by the family physician in 
dealing even with the mildest or most transient 
symptoms which are referred to the upper abdomen, 
providing these symptoms show a tendency to per- 
sistency or to recurrence. 

Cancer of the gall-bladder is held out to the physi- 
cian and to the laity as an unpardonable result of 
neglect of cases which, during the best years of their 
lives, manifested gross physical symptoms and evi- 
dences of progressive biliary disorders. If an early 
operation in the early stages of gall-bladder disease 
necessarily confronts the surgeon with doubts as to 
his judgment because of absence of gross evidence of 
gall-bladder disease, and his exploring hand finds no 
enlarged chain along the common and cystic ducts, 
no evidence of cholecystitis, pancreatitis, nor ad- 
hesions, no pyloric or duodenal ulcers, he may not 
yet be in error, for the gall-bladder mucosa may be 
diseased in some small area only, and drainage be 
justified and a cure obtained. 

The incision and the manner of approaching the 
field of operation is unimportant; it is a matter of 
individual preference with the operator; the author 
prefers Kehr’s bayonet incision personally, with 
slight modifications, as it gives exposure and facility 
in surgery of the bile-ducts. He believes that we 
have clean-cut indications of the choice of chole- 
cystotomy or of cholecystectomy, with odds in 
favor of the latter. Roman performs cholecystec- 
tomy himself, whenever feasible, inside the margin 
of safety. E. C. RosirsHex. 
Choledochus Cyst. 


Fowler, R. S.: Ann. Surg., 


Phila., 1916, Ixiv, 546. 


Idiopathic choledochus cyst formation is an 
extremely rare anomaly of congenital origin. Kehr 
in 1915 reported the number of cases in the entire 
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literature to be 19. The enlargement is most 
marked in the middle and upper portion of the 
common duct. Rostowzew suggests that they are 
the result of an angulation of the duct at its entrance 
into the duodenum with an interference with the 
direct flow of the bile into the duodenum. Most of 
the cases die in childhood from cholangitis. 

The author reports one case in a man twenty-two 
years old in which careful examination failed to 
reveal the presence of a common duct stone. The 
symptoms were those of acute cholecystitis and 
cholangitis. ‘The common duct was the size of a 
large orange, while the gall-bladder and cystic duct 
were enlarged. GATEWOOD. 


Araya, R.: Surgical Observations upon Biliary 
Lithiasis and Its Treatment (Consideraciones 
quirurgicas sobre la lithiasis biliar y su tratamiento). 
Rev. Asoc. méd. argent., 1916, xxv, 171. 

Araya thinks that neither clinical data nor the 
most minute examination of the patient will permit 
pre-operative determination of the surgical treat- 
ment which must be followed in biliary lithiasis 
cases. Extirpation or preservation of the gall- 
bladder must rest principally on the anatomo- 
pathologic condition of its walls and thence on its 
ulterior functional capacity. Infection of the reser- 
voir is not a sufficient reason for extirpation or pres- 
ervation of the organ, except in cases of acute infec- 
tion with high temperature, etc. 

Cholecystostomy should be the intervention of 
urgency. Large incisions of the abdominal wall are 
as a rule unnecessary in intervention of the biliary 
apparatus, since with the Elliot position and Rob- 
son’s eventration manipulation cases can always be 
operated through incisions of 7 to8cm. Jalaguier’s 
incision is preferable to all others because it offers 
the best guarantees against future eventrations. 
The transrectal method of Mayo-Robson with 
oblique, superior, and inferior prolongations are 
required only in cases where a wide operative field 
is necessary (occlusion of the common duct, acute 
pericholecystitis, etc.). Summer’s adaptation of 
the tobacco-pouch suture to cholecystostomy offers 
the best safeguard against the effusion of bile into 
the peritoneum, it limits the aperture necessary for 
fistulization, avoids in the generality of cases the 
placing of drains, and facilitates the adaptation of 
the edges of the vesicular wound. 

Interposition of the transverse colon fixed to the 
anterior wall between the bile passages and the rest 
of the abdominal cavity is necessary whenever the 
denudation of the peritoneal superfices of the vesicle 
causes the fear of production of new adherences or 
when there is reason to fear a peritoneal infection. 

Doyen’s cholecystectomy is the ideal treatment 
for this intervention and should always be done if 
possible. Choledoctomy with preservation or ex- 
tirpation of the biliary vesicle is the only method 
which should be employed in calculous occlusions 
of the choledochus. Permanent deviation of the 
bile to the exterior or to the intestine by an artificial 
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outlet should be an exceptional procedure in biliary 
lithiasis, and should be used only in cases in which a 
definite and insurmountable obstacle does not permit 
of a radical operation. W. A. BRENNAN. 


Koso: Primary Cancer of the Pancreas. J. M. 
Sc., Kioto, 1916, xiii, 23. 

In 332 cases of cancer treated by the author he 
has observed 12 cases of cancer of the pancreas in 
patients above 45 years, except one case in a woman 
of 33. Nine of the cases were in men; three in 
women. 

With regard to the situation of the tumor, in 8 
cases it was at the head of the pancreas, in the body 
in one, and in the tail in 3 cases. 

The sclerous type was predominant. In some 
cases the medullary and colloid types were observed. 
Histologically adenocarcinomata were habitually 
found with very notable mucous formation. Epi- 
thelioma was found in two cases; flattened and 
squamous epithelium resulted from metaplasia of 
the cylindrical epithelium because an apparent 
transition state between the two was observed. In 
one of the cases the author is convinced that the 
modification was produced by chronic irritation of 
the pancreatic canal by the clinorchis sinensis and 
that malignant transformation resulted. 

Evident cirrhotic alterations were frequently 
found in the parts of the pancreas not invaded by 
cancer. All the neighboring interstitial tissues were 
in a state of irritation. Glycosuria was noted in 
one case only and in this case the pancreas was so 
completely destroyed that it was impossible to 
determine the origin of the tumor. 

Icterus was the predominant symptom in the 
majority of the cases. W. A. BRENNAN. 


MISCELLANEOUS 


Brunzel, H. F.: Contribution to the Knowledge 
of Hernia Pectinea, Also a Case of Cured Ob- 
turator Hernia (Hernia pectinea nebst einem Fall 
von geheilter obturatorius hernia). Arch. f. klin. 
Chir., 1916, cviii, 47. 

Hernia pectinea has been considered by the older 
writers only as a more or less distinct and typical 
form of crural hernia. But MHarzbecker, who 
recently studied it, insists that it is a hernia sui 
generis. The hernial sac is always embedded be- 
neath the fascia pectinea and more or less in the 
pectineus muscle and is therefore a layer deeper than 
a hernia femoralis. The hernia protrudes outward 
beneath Poupart’s ligament in front of the horizontal 
ramus of the os pubis, escaping through a breech 
in the ligamentum Gimbernati. 

Brunzel reports 2 cases of hernia. The first was 
in a woman of 62, and was diagnosed as a hernia 
pectinea before operation. After the usual femoral 


hernia transverse incision a small femoral hernia 
was disclosed. This contained the lower part of 
the cecum. The fascia pectinea was then ex- 
posed. Beneath the fascia and medial to the hernia 
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femoralis a long, light tumor could be distinctly 
felt. 

On incising the fascia the tumor was easily re- 
moved from its muscular bed in the pectineum, 
and it proved to be a hernia pectinea containing 
clear exudate and the cedematous appendix. The 
hernia pectinea was distinct and separate from the 
femoral hernia, the former having erupted through 
the ligamentum Gimbernati in such a way that there 
was a distinct septum between the two hernia and 
their points of departure. It seemed as though 
the hernia pectinea had erupted first through the 
breech of the femoral hernia and then burrowed its 
way beneath the fascia pectinea. 

The appendix was removed and the cecum re- 
placed and both sacs ligated with plastic closure of 
the breech. The patient made a normal recovery. 
Thus in this case there were two distinctly separate 
hernial sacs, the smaller having all the characteristics 
of a femoral hernia and breaking through the crural 
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ring; the second breaking through the ligamentum 
Gimbernati pushing under the fascia pectinea and 
resting on the pectineus muscle itself. This latter 
therefore is a typical hernia pectinea. 

In the second case there was no diagnosis of hernia 
before operation, all the symptoms pointing to an 
intestinal occlusion. Laparatomy showed that 
about 20 cm. above the cecum the small intestine 
disappeared in a hernial sac which led beneath the 
ramus of the os pubis and laterally from the sym- 
physis. After traction this was exposed and found to 
be a true hernia obturatoria. About 5 to 6 cm. of 
the intestine was incarcerated. The sac was su- 
tured and the patient made an uneventful recovery. 
Brunzel points out that in this case the patient’s 
recovery was due less to the means at disposal of 
diagnosing and recognizing a hernia obturatorius 
than to the fortunate fact that the intestine had not 
perforated and could be restored to its normal 
position. W. A. BRENNAN. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Fatal Hemorrhage in Bone 
Am. J. Orth. Surg., 1916, xiv, 607. 


Patterson, R. G.: 
Tuberculosis. 


The author reports a case with autopsy findings. 
He thinks the infrequency of hemorrhage in bone 
is due to the fact that the arteries are end arteries, 
therefore not forming anastomoses, and to the fact 
that, the bone being a resistant tissue, when an 
inflammatory exudate does occur, as in the zone of 
collateral inflammation, the vessels are closed by 
pressure. 

In the case reported the tuberculous process 
extended probably into the internal mammary 
vessels, causing fatal hemorrhage. The patient had 
multiple foci of infection. There was infection of 
the lungs, hand, elbows, wrist, and knee, foot, and 
sternum. Profuse hemorrhage occurred from the 
sternal sinus and in five hours the patient was dead. 

Pare Lewin. 


Prince, H. L.: Giant-Cell Tumor of the Os Calcis. 
Am. J. Orth. Surg., 1916, xiv, 641. 


The author believes the evidence points to the 
true tumor character of giant-cell tumors. They 
occur most frequently in the long bones and the 
jaw. They may appear in the short bones. The 


age incidence: is generally between 20 and 50 
years. 

The diagnosis can usually be made by the history 
and the roentgenologic study. The condition is 
benign. The treatment consists of thorough, care- 
ful local removal with cauterization by carbolic 


acid followed by alcohol. Whether bone-grafts are 
indicated depends upon the circumstances to be 
met; usually they are not needed. Local recurrence 
should not discourage one in the use of the treatment 
nor lead to amputation. 

The author reports two cases of giant-cell tumor 
of the os calcis with operation. In both there was 
a fairly distinct history of trauma. ‘The rate of 
growth was constant. After three years’ duration 
the os calcis in each case was entirely occupied by 
the tumor. The symptoms in both cases were 
intermittent periods of pain, swelling, and limping. 

Lewin. 


Thompson, W. G.: Inoperable Peripheral Gan- 
grene. Med. Rec., 1916, xc, 1103. 


The author has used constant dry heat with good 
results in the treatment of moist gangrene in cases 
where intercurrent disease or refusal of the patient 
prevents operation. The heat is supplied by a 
stream of air at about 150° F. blown over an electric 
toaster or a Bunsen burner. The part is soon 
mummified, pain is decreased, and odor disappears. 
Surprising results through natural healing or spon- 
taneous amputation are sometimes seen. Deep 
sloughs which cannot be reached by the hot air 
are kept saturated with 95 per cent alcohol. 

Attention is called to the sources of gangrene. 
Gangrene of the superficial regions frequently occurs 
in the severe acute contagions and infections, such 
as malignant scarlatina, variola, mumps, typhus, 
and diphtheria. Trophic nerve-lesions such as 
Raynaud’s disease, embolism, as for instance, from 
ulcerative endocarditis, and diabetes are given as 
important origins. Out of 38 cases due to medical 
causes, 19 were from arteriosclerosis, 11 from 
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diabetes. The gangrene of diabetes is not neces- 
sarily an immediate precursor of death, as is shown 
by several case histories. W. A. CLARK. 


Bousquet: Piece of Shell Free in the Right Knee- 
Joint for Five Months; No Trace of Infection; 
Extraction of the Foreign Body (Eclat d’obus 
libre dans Varticulation du genou droit depuis 
cinq mois; aucune trace d’infection; extraction du 
corps étranger.) Presse méd., 1916, p. 558. 


A soldier was wounded in the thigh in April, 1916: 
Two pieces of shell entered by the same orifice; 
one of these was extracted, the other remained un- 
perceived. The man entered the hospital again in 
September on account of a swollen knee. Radiologic 
examinations showed a projectile free probably in 
the knee-joint. This was removed and the man 
recovered. ‘This case is reported in order to show 
that all shell wounds are not necessarily septic 
wounds. Ifa piece of shell should enter a region im- 
possible or extremely difficult of access, there is still 
a chance of escaping infection and of the foreign body 
being tolerated. W. A. BRENNAN. 


Derache: Six Cases of Knee Wounds, Treated by 
Excision of Necrotic Tissue, Immediate Artic- 
ular Disinfection, Followed by Primary Suture 
of Capsule and Early Mobilization of the Ar- 
ticulation (Six cas de plaies du genou, traitées par 
Vexcision des tissus nécroses, la désinfection artic- 
ulaire immédiate, suivie de suture primitive de la 
capsule et de la mobilization précose de l’articula- 
tion). Bull. et mém. Soc. de chir. de Par., 1916, xiii, 
2337- 


Derache’s 6 cases of knee wounds were treated 
by immediate excision of contused and contaminated 
tissues followed by primary suture in contradistinc- 
tion to the Carrel method which makes first a 
chemical disinfection of the wound trajectory fol- 
lowed by secondary suture when bacteriological 
examination shows that the wound is aseptic. 
The treatment has given a simple and rapid re- 
covery and a total functional recovery of the artic- 
ulation. 

Derache’s report was submitted by Mauclaire 
who pointed out that these results were quite in 
agreement with those reported by others who had 
adopted this method of treatment. ‘Thus Loubat 
in 23 cases had obtained reunion per primum in 
22; Sencert ‘22 out of 22; Duval 18 out of r9. Lou- 
bat and Duval have reported complete functional 
restoration in all their operated cases; Leroy in 6 out 
of 7; and Sencert in 9 out of 10. 

Such excellent results are due to the fact that 
primary surgical disinfection of the wound obviates 
infectious arthritis with the complications arising 
from it which bring about fibrous or osseous 
ankylosis. 

The method while applicable to all articulations 
is very difficult in cases of ankle and hip-joint in- 
juries; and in cases of the knee-joint it is confined 
to those without extensive bony lesions. 

W. A. BRENNAN. 


Duval, P.: Treatment of War Injuries of the Knee, 
Without Osseous Lesions or with Intra-artic- 
ular Fractures, by Wide and Systematic Ar- 
throtomy and Total Closure of the Articulation 
(Traitement des plaies de guerre du genou sans 
lesions osseuse ou avec fractures intra-articulaires, 
grands fracas exceptés, par l’arthrotomie large 
systematique, et la fermeture totale de larticula- 
tion). Bull. et mém. Soc. de chir. de Par., 1916, xlii. 


Duval’s observations are based on 19 knee in- 
juries which he treated in his ambulance service 
during one month. The injuries were simple, 
synovial wounds without bone involvement or 
articulation injuries with only slight osseous injury. 
The treatment was by wide arthrotomy; V-in- 
cision; section of.rotulian tendon at its middle third; 
section of the two rotulian attachments; removal 
of projectiles and débris; compression of the synovial 
and plentiful ether lavage. If there are bone in- 
juries they are curetted, preserving any fragments 
attached to the condyles. The entry and outlet 
orifices are widely incised and then sutured. The 
articulation is completed, closed by two-stage su- 
tures and the limb encased in plaster. 

The results gave 18 recoveries. Of the 19 in- 
juries 7 were simple and all recovered. The other 
12 had bone injuries and these gave 11 recoveries. 
In 15 of the recovered cases the functioning is ex- 
cellent; in the other 3 cases sufficient time has 
not elapsed to make a definite statement. 

Duval thinks that the procedure permits explora- 
tion of the whole articulation and systematic 
ablation of foreign bodies either intra-articulatory 
or intra-epiphysary. Moreover, he thinks that 
recent articular wounds treated promptly do not 
require drainage and that immediate resection should 
be limited to very extensive ruptures where conser- 
vation is impossible. Immediate resection in view 
of the possibility of future infection must yield 
when possible to aseptic articular surgery with a 
conservative basis. W. A. BRENNAN. 


FRACTURES AND DISLOCATIONS 


Lund, F. B.: The Parham and Martin Band in 
Oblique Fractures; Remarks upon Mechanical 
Appliances Versus Bone-Grafts. Surg., Gynec. 
& Obst., 1916, xxiii, 545. 


The advantages of the operative treatment of 
fractures are: (1) that it gives more accurate ap- 
position of the fragments; (2) the after-treatment is 
shorter and simpler; (3) the end-results are more per- 
fect. These advantages are especially marked in 
fractures of the femur where the ease of the after- 
treatment in the operative cases contrasts with the 
long-continued and difficult extension methods. 
Transverse fractures of the long bones are best 
treated with plates and screws; oblique fractures 
by some form of encircling wire or band. Of 
these, the best is the band of Parham and Martin. 
It is broad enough so that it does not cut in, strong 
enough to resist the most violent pressure, and simple 
of application. Fixation is aided by the crowd- 
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ing together of the roughly fractured oblique 
surfaces. Union takes place more quickly in oblique 
fractures which are banded than in transverse frac- 
tures which are plated. A very large proportion 
of fractures of the long bones demanding operative 
treatment are more or less oblique, and therefore 
may be treated by the band. 

By the use of two bands, spiral fractures with 
comminution may be very well managed. As 
compared with bone-graft, the use of the band is 
comparatively simple. The author has used the 
bands in fourteen cases of fracture of the femur, and 
nine of fracture of the tibia. 

In children, the band does not interfere with the 
growth of the bone, but the bone grows over it and 
includes it. This has been demonstrated by the 
X-ray. The application of the band is simpler 
than the inlay bone-graft in fracture of the femur. 


Jones, R.: The Mechanical Treatment of Fractures 
Under War Conditions. Brit. M.J., 1916, ii, 829. 


The methods employed for handling fractures 
under war conditions must be both effective and 
simple; access to the wound must be easy and pain- 
less and immobilization of the part must be assured. 
Plaster-of-Paris dressings are condemned in the 
presence of open wounds, as the plaster absorbs the 
discharges, becoming offensive and adding to the 
wound infection. 

For fractures of the lower spine and pelvis the 
double Thomas frame is used; if there is a wound on 
the posterior surface that requires dressing the 
padded portion of the frame can be shaped accord- 
ingly to allow of access. 

Intra- and extracapsular fractures of the femur 
are treated by a modification of the Thomas splint 
which allows of abduction of the injured limb. Both 
limbs are held under control, and extension of the 
fractured limb is secured by adhesive strapping and 
tapes which are secured to the lower part of the 
frame. Counterextension is maintained by a 
smooth leather groin strap on the opposite side of 
the frame. The splint is so constructed that the 
patient may be prepared for transport with both 
limbs parallel and as soon as he arrives at the 
hospital the limb is abducted without disturbing 
him in any other way. For all other fractures of 
the thigh the Thomas knee-splint is considered by 
Jones to be the simplest and best. Fractures of 
the lower portion of the tibia and fibula and those 
through the ankle-joint are treated by a skeleton 
splint which extends above the knee and has a 
right-angle foot-piece. 

Fractures through the shoulder-joint and through 
the surgical neck of the humerus require no splints. 
The elbow should be slung at right angles and fixed 
by a broad bandage to the side. The dressings will 
probably replace the usual pad in the axilla, which 
should never be bulky. Where practicable, the 
patient should be treated in the upright position 
and should have his head and shoulders well propped 
at night. Where from the nature of the injury 
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ankylosis is to be expected, the arm should be kept 
abducted slightly forward, and slightly rotated in- 
ward with the forearm flexed well above at a right 
angle. Fractures of the middle and lower middle 
portions of the humerus are treated by the modified 
Thomas knee-splint or by a modified Thomas hu- 
merus extension splint. In the treatment of fractures 
of one or both bones of the forearm the position of 
supination must invariably be maintained. All 
injuries of the wrist-joint should be treated in the 
dorsiflexed position in order that the fingers may 
maintain their grasping power. R. B. Correrp. 


Coller, F. A.: Fractures in a Base Hospital. Boston 


M.&S.J., 1916, clxxv, 741. 


The author’s paper is based upon the records of 
the American Women’s War Hospital, a typical 
base hospital where 1,514 surgical cases were treated 
in the course of nineteen months. Of these cases 
there were 310 with fractures of one or more bones, 
the cases with fractures thus roughly comprising 
about one-fifth of all the surgical cases. A number 
of these cases presented more than one fracture 
problem, making a total of 327 fractures requiring 
treatment. Of these 327 fractures, 40 were simple 
and 287 compound, the latter caused by a missile 
of warfare in every case. In the 287 compound 
fractures there were 44 in which healing took place 
without infection, and 243 cases with sepsis of 
varying grades present. Of the infected cases, 238 
were pyogenic infections caused by the staphylo- 
coccus, streptococcus, in many cases of an atten- 
uated variety, bacillus pyocyaneus and members of 
the colon group. In the majority of the pyogenic 
infections the sepsis was of a low-grade nature, with 
a tendency to become chronic, with indolent gran- 
ulations and sinus formation. There were only 5 
cases from which bacillus perfringens was isolated. 
In this series it was found that the degree and 
amount of sepsis were dependent upon the character 
of the wound, the conditions under which it was 
received, and on the missile causing it, rather than 
on the character of the first dressing or the time 
when it was applied. 

As regards the treatment of bone fragments, the 
author has become more and more conservative 
about their removal. Fine fragments, loose in the 
tissues and bearing no relation to the correct align- 
ment of the bone, are removed. Larger loose frag- 
ments, from which the periosteum has been stripped, 
are also removed, but all other fragments that have 
at least a partial periosteal covering and any mus- 
cular attachment, are pushed back into relationship 
with the line of the principal fragments. If any 
sharp spicules are present on fragments adjacent 
to vessels, they are cut away. Occasionally the 
small fragments extrude themselves later or their 
removal becomes necessary, but in case after case 
one may see callus formation greatly assisted by 
proliferation from these small fragments, and in 
several cases a pronounced gap was entirely filled 
in by bony growth from them. The viability of 
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these fragments depends a great deal on the viru- 
lence of the infection, but that they will live and 
proliferate in the presence of pronounced sepsis 
there is no doubt. It would seem that these 
severely comminuted fractures offer particularly 
favorable conditions for early and solid union, 
since it has been shown by Macewen that the osteo- 
genetic power of bone varies inversely with its 
volume. 

For drainage rubber or gutta-percha strips were 
used in all cases, and in addition a soft rubber tube 
of small caliber for irrigation and for instillations 
of hypochlorous acid after the method of Carrel 
and Dakin. All drains were shortened and re- 
moved as early as possible, as it was found their 
prolonged use favored the formation of sinuses. 
In wounds with large open areas secondary suture 
was performed as soon as possible, to minimize 
scar formation and disabling contractures. 

As to the use of bone-plates the author believes 
that there are a certain few septic open fractures in 
which the use of the bone-plate is justifiable. The 
plates undoubtedly do retard or inhibit callus form- 
ation at their site; consequently they should be re- 
moved as soon as there is enough callus present to 
fix the bone ends in position. One of the cases 
proved most instructive, showing clearly the 
absence of regeneration around the bone-plate. 
The specimen obtained showed a firm symmetric 
callus with firm union except at the site of the 
plate, and for 1 cm. on all sides there was total ab- 
sence of all callus, with devitalized bone present at 
this point alone. 

The later removal of extruded fragments which 
had become necrotic from the trauma of the injury 
is the comparatively small price one pays for the 
conservative treatment of comminuted fragments. 
Of the 243 cases with infected fractures, operation 
for the removal of sequestra was found necessary 
in 115, or in nearly 50 per cent, and often multiple 
operations were performed for this purpose. In- 
discriminate and vigorous curetting of these areas 
often caused the formation of distressing cavities, 
very hard to close in, and infection of healthy bone. 
Often primary union was obtained after excision 
of the sinus, removal of sequestra, and sterilization 
of the cavity. 

Of 2 cases of delayed union, 1 was treated by in- 
jection of blood into the callus, and firm union was 
present six weeks later. The second was treated by 
friction made between the fragments, and union 
soon took place. Inlay bone-grafts were used in a 
few cases with complete success, after failure of 
plates and especially to span gaps. Before perform- 
ing a clean corrective operation on bone the author 
waited until three months after the sepsis had dis- 
appeared. 

As to other complications, there were 3 cases of 
secondary hemorrhage and 8 cases of serious nerve 
injury, brachial plexus, musculospiral (3), peroneal 
(2) median, radial. Fractures in joints were fre- 
quent and usually attended by disabling and dis- 
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appointing results. Aside from the ankyloses fol- 
lowing this type of injury there were some due to 
other causes. The author found that the most 
useful shoulder, for a man who must do manual 
work, resulted from ankylosis at about 45 degrees 
from the body, this giving the greatest range of 
scapular motion, the arm inclining slightly forward 
from the perpendicular. The majority of cases 
were invalided because of lesions involving the 
joints, hence the great opportunities for orthopedic 
work. P. G. SKILLERN, JR. 


Lawrence, W. S.: A Mechanical Traction Device for 
the Reduction of Fractures of the Forearm, 
with the Aid of the Fluoroscope. Interst. M. 
J., 1916, xxiii, 155. 

Lawrence presents a device for producing and 
maintaining powerful traction in reduction of frac- 
ture of one or both bones of the forearm. Two paral- 
lel uprights, 7 inches apart, placed along the outer 
and inner borders of the forearm are connected by 
a cross-bar distal to the hand, from which an ad- 
justable screw passes between the middle and ring 
fingers to another cross-piece that is held in the palm 
of the hand by having the fingers closed in flexion 
by a bandage. Above, with the elbow at a right 
angle, countertraction is obtained by a padded, 
molded splint of wood, which is fastened in front of 
the biceps by straps just above the elbow, and fitted 
to the upper end of the uprights. 

Extension is obtained by turning the winged nut 
at the lower cross-piece. By means of the fluoro- 
scope, the bones may be adjusted while traction is 
maintained and the splint dressing applied. 

Rospert G. PACKARD. 


Sappington, E. F.: Fractures Involving the Elbow- 
Joint. J. Am. Inst. Homeop., 1916, ix, 549. 


Sappington enumerates the following types of 
elbow-joint fractures with a description of their 
respective etiology and pathology: supracondylar, 
diacondylar, external condyle, separation of entire 
lower epiphysis, intercondylar T or Y, olecranon 
process, trochlea, head of radius, epitrochlea, capi- 
tellum, and coronoid process. 

In treatment of fracture of the lower end of the 
humerus, the author extends the forearm under 
anesthesia, makes traction while trying to mold the 
fragments, and then “hyperflexes” the forearm, 
and holds it by the dressing described by Ashhurst. 
By this method the forearm, inclining slightly in 
cubitus valgus, is in as acute flexion as is possible 
without arresting the pulse or causing Volkmann’s 
paralysis; the hand of the injured limb can fre- 
quently be brought to the same side of the neck, and 
the bandage applied holds the wrist firmly to the 
arm, suspends it from the neck, and covers the elbow, 
but does not fasten the limb to the chest. This 


position is maintained for over two weeks, after 
which the flexion is gradually diminished until 
at four weeks the extension has reached go degrees. 

The anatomical reasons for hyperflexion are: 
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(1) It is the most comfortable position. (2) The 
normal radial deflection can be best maintained. 
(3) The position overcomes the muscular lever ac- 
tion and the triceps acts as a splint posteriorly. 
(4) In this position ro or.15 degrees of motion is a 
decidedly better functionating result than the same 
motion would be with the forearm in the right angle 
position. 

In fracture of the olecranon, full extension of the 
forearm is indicated. For fracture of the head of 
the radius, an internal right-angle splint is the best 
dressing. Rosert G. PACKARD. 


Wagner, O.: Treatment of Gunshot Fractures of 
the Lower Extremities by Nail Extension 
(Ueber die Behandlung von Schuessfrakturen der 
unteren Extremitaet mit Nagelextension). Arch. 
f klin. Chir. 1916, cviii, 19. 

Although he does not think that the treatment 
of gunshot lower limb fractures by nail extension is 
the treatment of choice, yet Wagner thinks it is 
indicated in cases where success by other methods 
cannot be expected. This is expecially so where 
the shortening is extensive or in refractures or in 
an osteotomy of a fracture which had healed with 
deformity. 

The general indications for treatment by nail 
extension are: 

1. In relatively recent gunshot fractures in which 
the fractured parts are still movable; in which there 
is no serious muscular retraction; but where other 
treatment methods are contra-indicated on account 
of the extended wound surface and heavy secretions. 

2. Uncomplicated gunshot fractures with mov- 
able fractured parts and a decided inclination to 
contraction where an extension plaster bandage does 
not promise good results. 

3. In deformed healed fractures with shortening 
not less than 5 centimeters. 

Under such indications Wagner has used nail ex- 
tension in 27 cases, 22 being of the upper thigh. 
Of these cases 10 were for fractures healed with 
deformity of which 6 were refractured by sanguinary 
operation and 3 bloodlessly. 

The disadvantage to which others have called 
attention, such as necrosis of bone splinters and in- 
creased suppuration, were not observed. Care as 
regards position and technique will obviate dis- 
advantages. 

The general advantages of this treatment are: 

1. A simple and prompt technique. 

2. The application of extension treatment to 
large soft part wounds with heavy secretion, be- 
cause a smaller wound surface is required than in 
other methods. 

3. The relatively slight pulling power, especially 
in semiflexed positions. 

4. Short duration of treatment (1) because there 
is reduction during the process of wound healing; 
and (2) because there is no absolute immobility 
of the limb, and muscle atrophy as well as ankylosis 
is avoided. 
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5. Easy observation of the whole limb and facility 
of bandaging. 

6. Relative painlessness. 

7. Avoidance of severe dislocation in old cases. 

The general experience of Wagner with nail ex- 
tension convinces him of its great use in gunshot 
fractures of the lower limbs in even unfavorable 
cases. He thinks that the field of use will be 
extended. 

Clinical details of the 27 cases are tabulated. 

W. A. BRENNAN. 


Syms, P.: New Instrument for Treatment of 
Fracture of the Femur. Bull. Dept. Public 
Charities, 1916, i, 30. 

The author describes an instrument to be used for 
obtaining efficient traction upon the lower end of 
the femur in fracture of that bone. 

It consists of modified ice-tongs, the important 
addition being a turnbuckle by means of which the 
tongs can be held firmly in place after being applied. 

The advantages over the Steinmann pin method 
are that there is no penetration of the bone and, 
therefore, less chance of infection, and the bone is 
grasped and held just as firmly. 

A plaster cast can be applied with the tongs in 
position and traction being kept up. 

The author states that the apparatus is ideal in 
T-shaped fractures of the lower end of the femur. 

H. W. Wi1cox. 


Parham, F. W.: Circular Constriction in the Treat- 
ment of Fractures of the Long Bones. Surz., 
Gynec. & Obst., 1916, xxiii, 541. 


The author describes the work which he and 
Martin did on the treatment of fractures of long 
bones by means of circular bands. The method 
consists in passing a metallic band around the bone 
and threading one end into the other expanded end 
which has a slit. The excess is removed and the 
whole driven down flat by a few taps of the mallet 
on a chisel pressed against it. When tightened its 
own tension holds it in place. The band is of steel 
with a sufficient percentage of carbon to give it just 
the right degree of rigidity. The width varies 
from three to five millimeters. 

Mechanically, the band method is extremely 
simple and effective. The author does not discuss 
the question of interference with callus formation. 

Pare Lewin. 


Jensen, J.: Fracture of the Process on the Posterior 
Surface of the Astragalus. 7r. XI North. 
Surg. Cong., Goeteborg, 1916, July. 

Behind the astragalus in a certain number of cases 
there is found a small free bone (os trigonum) 
analogous to the os lunatum of the hand. The 
cartilage of this bone is seen as early as the second 
month of feetal life. Very frequently this unites 


with the os talus and forms a posterior process of 
the astragalus and this process is frequently frac- 
tured in vertical injuries of the foot. 


The author 
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showed 6 such cases with their X-ray pictures. The 
diagnosis is made by the equinus position of the 
foot, the sensitiveness behind the bones, the limited 
plantar flexion of the foot, and the movability of 
the hallux. The fragment was extirpated in one 
case. 

In the investigation of 100 individuals without 
any foot troubles the author found a free bone in 6 
instances. L. A. JUHNKE. 


SURGERY OF THE BONES, JOINTS, ETC. 


Vogel, K.: Osteoplastic Power of Periosteum 
(Osteoplastiche ‘Taetigkeit des Periosts). Zentralbl. 
f. Chir., 1916, No. 40. 

Vogel points out that according to Ribbert it is 
the relaxation condition in the periosteum in separa- 
tion from the bone that excites the cells of the cam- 
bium layer to osteoplastic activity. Bier has 
founded his method of subperiosteal blood injections 
in the treatment of pseudo-arthrosis upon the same 
conception. 

Vogel was recently in a position to again observe 
a child on whom he had operated eight years,before 
for pseudo-arthrosis of the tibia and to operate 
again in the same place as previously owing to the 
occurrence of an additional inflection. In the early 
operation he had inserted two paraffin disks for the 
purpose of inciting callus formation from the 
periosteum. At the later operation he found these 
two disks quite unaltered and not giving any evi- 
dence of amalgamation. They lay loose, just as 
placed between the callus and the overlying perios- 
teum, neither adhering to the bone nor to the peri- 
osteum. The observation according to Vogel proves 
that callus does not originate from the periosteum 
but from the osteoplastic elements in the bone 
itself. W. A. BRENNAN. 


Magnuson, P. B.: New Mechanically and Surgically 
Correct Method of Bone-Grafting. Surz., 
Gynec. & Obst., 1916, xxili, 554. 


Magnuson points out the advantages and dis- 
advantages of the most popular forms of open 
treatment of fractures, claiming that the Lane plate 
irritates both the bone and soft tissues, lowering 
the resistance of both and making a fertile field for 
infection, and that the length of the plate is un- 
necessary and causes an excess amount of trau- 
matism in its application. 

The bone-plate of Brougham and Ecke is given 
preference over the Lane plate, but is criticized 
from a mechanical standpoint on account of its 
brittleness and weakness at the screw holes, and 
from a surgical standpoint because it is long and 
the attachments of muscles to the bone must be 
interfered with in its application. 

The Magnuson ivory screws are discussed and 
given preference from a mechanical standpoint 
over all other forms of retention apparatus for 
the open treatment of fractures where the break is 


oblique. Attention is called to the fact that when 
these screws were introduced in 1908 it was the first 
time-that the thread had been cut by a tap pre- 
paratory to placing a screw in the bone, and the 
application of the screw in this way gave a snug 
fit with practically no traumatism and the maximum 
amount of mechanical strength. 

The advantages of Magnuson’s ivory plates in 
transverse fractures are: (1) minimum traumatism 
in application; (2) the ivory is non-irritating to bone 
and soft tissue; (3) it will not loosen; (4) the ap- 
paratus is small and applied as a key in a keyway 
prevents any angulation of the fragments and, there- 
fore, prevents all shortening. 

The intramedullary bone-graft is criticized from 
a mechanical standpoint because it allows motion 
between the fragments and some angulation of the 
same, forming a lever of the first class on the graft. 
With bone-graft it also necessitates an operation for 
removal of the crest of the tibia and the reaming of 
the medullary cavity of the fragments which delays 
union. 

The bone-inlay is criticized from a mechanical 
standpoint as not being firm when it is tied in with 
a kangaroo tendon. Albee has recognized this 
fact and is now using autogenous screws. These 
are unnecessary because this autogenous bone, after 
being put through a machine, does not have any 
advantage over dead bone or ivory so far as re- 
generation is concerned; it is not so strong and the 
process of making the screws lengthens the time of 
operation and, therefore, the shock. 

The new method advocated is that of cutting a 
graft from one of the fragments. The graft is 
shaped as a truncated cone, with the narrow end at 
the fracture line, this narrow end being exactly the 
width of the medullary cavity at that point. The 
opposite end one and one-half to two inches away 
from the fracture is about one-eighth of an inch 
wider than the medullary cavity. The graft is 
removed by the author’s circular saw, either a small 
saw or a Chisel being used in freeing the end of the 
graft. This graft, with the periosteum attached, is 
then lifted out and the narrow extremity inserted into 
the end of the medullary canal of the fragment 
opposite to that from which the graft was taken. 
This key of bone is driven in to half its depth, leav- 
ing the other half to be driven down into the slot 
left by the removal of this piece of bone. One-half 
of the graft, therefore, is driven solidly into the 
medullary cavity of one fragment; the other half 
of the graft is protruded from this fragment and 
into the medullary cavity of its fellow of the op- 
posite side. ‘The wide end of the graft is then held 
into the slot by an ivory screw driven through it 
and into the cortex below. In this way a very 
short piece of bone is made to do the work of a long 
bone-graft put in in the ordinary way. There is 
comparatively slight traumatism at the seat of 
operation; the hemorrhage is reduced to a minimum; 
the tibia is not invaded; and we have a mechanically 
and surgically correct method of bone-grafting. 
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Fuld, J. E.: Transplantation of the Abductor 
Hallucis Tendonin the Surgical Treatment for 
Hallux Valgus. Surg., Gynec. & Obst., 1916, xxiii, 
626. 


The author describes a new and very ingenious 
method which he maintains satisfies the three re- 
quirements of any operation for hallux valgus; viz., 
(1) correction of the deformity, (2) prevention of 
recurrence, (3) preservation of the longitudinal arch. 
His technique is as follows: 

1. Under general anesthesia, forcibly move the 
great toe in all directions, stretching the contracted 
tissues. 

2. Paint the foot and toes with iodine. 

3. Make a slightly curved incision about two 
inches long, on the inner side of the great toe. A 
flap of skin and subcutaneous tissue is dissected 
free. 

4. Retract the soft parts and dissect the ab- 
ductor hallucis tendon free from its attachment to 
the base of the first phalanx. 

5. Turn down a flap including the bursa, capsular 
ligament, and periosteum, thus exposing the bony 
deformity. 

6. Apply the chisel to the bone at the junction of 
the condyle and globular head of the metatarsal, 
and excise the hypertrophied bony projection 
longitudinally backward. 

7. Irrigate the wound with a hot saline solu- 
tion. 

8. Replace the capsule to cover the raw surface 
of the bone and fix it with catgut sutures. 

9. The tendon of the abductor hallucis is then 
transplanted to the middle of the inner surface of 
the first phalanx and sutured with fine silk or 
Pagenstecher thread to the periosteum. 

10. Close the skin in the usual manner. 

tr. A plaster-of-Paris bandage is applied to the 
foot and toe, holding the toe in a slightly over- 
corrected position, and is allowed to remain for a 
week or ten days. 

The after-treatment consists in the wearing of 
properly shaped shoes. Puiu Lewin. 


Hackenbruch: Treatment of Old, Deformed, and 
Contracted Cured Fractures (Behandlung veral- 
teter, difform, und verkuerzt geheilter Frakturen). 
Deutsche Ztschr. f. Chir., 1916, cxxxvi, No. 6. 


Hackenbruch gives his experiences in the treat- 
ment of old deformed and contracted fractures of 
the diaphyses of the extremities. He treated 10 
such fractures varying from 6 months to 2 years old, 
with a shortening in some cases of 13 cm. Two of 
these were refractured by manual osteoclasis, the 
remaining eight being treated by osteotomy. The 
refractured cases recovered after the application of 
the distraction clamp apparatus. In the other cases 
by a combination of the distraction clamp with 
Steinmann bone extension recoveries with good 
functional position were obtained. 

In bloody operations executed under rigorous 
asepsis the smallest possible skin incision was made. 
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After chiseling the bone and correcting the malposi- 
tion distention was effected by the slowly increasing 
pull exerted by the Schoemann _bone-extension 
apparatus; all cases so far treated have had sur- 
prisingly good results, without danger. When the 
desired degree of lengthening has been obtained with 
the bone-extension apparatus, the distraction clamp 
bandage is applied for eight to ten days longer, 
the patient being suspended in bed. 
W. A. BRENNAN. 


Campbell, A. M.: A Consideration of the Anatomy 
and Surgery of the Knee-Joint. J. Mich. St. 
M. Soc., 1916, xv, 521. 


Excision of the knee was more common twenty- 
five years ago than it is today, being then often 
done for minor injuries, while now the operation is 
practically limited to cases of advanced tuberculosis 
of the knee. Drainage, partial excision, intra- 
articular medication, and arthroplasty are now 
common operations. Opening the knee means some 
loss of function, the operation nearly always being 
more serious than opening the cranial, pleuritic, or 
abdominal cavity. This is possibly due to the fact 
that the knee-joint does not have the ‘‘stomata” 
of the abdomen which act as natural drainage. 
Tenney believes all opened joints should be drained, 
even if aseptic. 

Fracture of the patella should be treated by open 
operation, apposition of fragments, and use of only 
such ligaments as the joint can absorb. Suture of 
periosteum is sufficient. Only active and passive 
motion should be used in fracture of the tibial spine; 
fragments must be removed. Injury to semilunar 
bodies is the commonest injury to the knee-joint; 
the cartilages may be dislocated, partially or en- 
tirely fractured, or buckled upon themselves; their 
edges may be frayed, or a piece broken off may wan- 
der about and lock the joint. This locking occurs 
most frequently when the knee is flexed and the 
tibia rotated, happening sometimes a long time 
after the original injury. Robert Jones says to 
keep the leg extended for six weeks; Morrison says 
immediate removal of cartilage should be accom- 
plished. 

The crucial ligaments serve to limit flexion, ex- 
tension, and rotation. Rupture is shown by an- 
terior, posterior, and rotary movement. Jones 
says fixation should be carried out for three to six 
months; others say the ligaments should be su- 
tured. 

To open the knee, preparation must be extreme, 
not even the gloved finger should enter the joint; 
the synovia must be everted on closing, and drain- 
age instituted for at least a few hours. Probably 
the linear incision on the inside is best, though an- 
terior (by splitting the ligament and patella) or 
posterior opening may be made. The ligamentum 
mucosum divides the knee into anterior and poste- 
rior parts and must be destroyed to insure adequate 
drainage which is an important factor in knee opera- 
tions. RosBert G, PACKARD. 
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ORTHOPEDICS IN GENERAL 


Bartow, B., and Plummer, W. W.: The Operative 
Treatment of Poliomyelitis. Am. J. Orth. Surg., 
1916, xiv, 594. 

The authors give a brief report including a résumé 
of 152 joints operated upon at the Children’s Hospi- 
tal. The general plan included the use of artificial 
ligaments, tendon transpositions and _ fixations, 
combined with such relief of contractures and cor- 
rection of bone deformities as was necessary. 
Osteotomy for’ knock-knees was the most frequent 
bone operation; remodeling of the tarsal bones was 
necessary in only a few foot cases. No arthrodeses 
were done except in a small number of flail-hips. 

The joints affected were: ankle 77, knee 44, hip 
17, shoulder 11, elbow 1, wrist 1, spine 1. 

Partie LEWIN. 


Davis, G. G.: Treatment of the Paralysis Following 
Poliomyelitis. Am. J. Orth. Surg., 1916, xiv, 664. 


The author states that the disability resulting 
from the paralysis due to epidemic poliomyelitis is 
caused mainly by the disturbance of balance of 
power in the affected parts. In addition to balance 
an endeavor should be made to restore to the limb 
stability and power. 

During the stage of improvement apparatus may 
be employed to support the part and prevent the 
development of deformity, while the restoration 
of lost power is encouraged by suitable physical 
exercises and training. When no further restoration 
of muscular function is noted, say three years or 
more after the occurrence of the paralysis, then the 
stability which up to this time has been obtained by 
the use of apparatus, may be secured by various 
operative procedures. 

For a flail shoulder a certain amount of benefit is 
derived by fixation procedures, such as arthrodesis 
or silk ligaments. For the wrist, burying the 
paralyzed tendons of the extensor carpi radialis 
longior and brevior and ulnaris in the underlying 
bones makes it possible to maintain a drooping 
hand in a straight and more useful position. 

For paralysis of the trunk it is possible that in 
some cases bone-transplantation to impart rigidity 
to the spine will be of service. 

A detailed description is given of the treatment of 
paralysis of the lower extremity. Beginning with 
the foot, the first requisite is to fasten the foot in the 
shoe and the next is to hold the shoe in the proper 
position. If there is a moderate tendency to valgus 
or varus a raising of the outer or inner edge of the 
sole one-eighth to one-fourth inch, or even floating 
the sole and heel out at the side, with perhaps the 
aid of an inside pad to support the arch, may be all 
that is necessary. If the paralysis is more severe 
one or two side-irons with a joint at the ankle are 
required. 

For paralysis of the knee-joint Davis stabilizes by 
means of the slip ring lock-joint. When the back is 


weak a supporting corset or brace is used. 
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By means of these appliances the patient is 
carried along for three years or more, while diligent 
efforts are made by training to increase the power 
in the paralyzed limbs. Finally, when convinced 
that progress is too slow to justify continuing with 
apparatus alone, the question of operation becomes 
urgent. 

For varus and valgus deformities he recommends 
his subastragaloid arthrodesis which consists in 
digging up the contiguous surfaces of the astragalus 
above, the os calcis behind, and the scaphoid in 
front, through two incisions, one below and in front 
of the internal malleolus, and the other below the 
external. 

In cases of calcaneocavus Davis recommends his 
operation as follows: the peronei tendons are trans- 
planted into the os calcis; the adjoining surfaces of 
the os calcis and astragalus are thoroughly dug up 
and the chips allowed to remain. He then makes a 
complete horizontal transverse section of the foot 
just below the malleoli and the foot is forcibly thrust 
back about 2 cm. The foot is encased in plaster, 
in which a foot board is incorporated and placed in 
slight extension, with the sole absolutely level. 

The author enumerates various operations for 
foot-drop and unstable knees. For persistent out- 
ward rotation of the leg he sews the anterior free 
edge of the fascia lata to the posterior surface of the 
trochanter. It is rarely necessary to perform 
arthrodesis of the hip. Pair Lew. 


Whitman, R.: Remarks on Anterior Poliomyelitis 
with Reference to the Principles of Treatment 
and Their Practical Application. Med. Rec., 
1916, xc, 106. 

The author believes the 1916 epidemic of infantile 
paralysis differs from previous epidemics in its 
larger mortality, greater number of cases, and larger 
percentage of complete recoveries. He _ believes 
the work of the social workers is of the utmost im- 
portance in connection with the epidemic in that 
they have opportunity to observe the cases and 
advise parents at home. 

He does not believe the extent of paralysis can 
be determined during the acute stage: 20 per cent 
go on to complete recovery. The orthopedic treat- 
ment is directed along lines to maintain paralyzed 
members in such state that they are capable of 
service when called upon during recovery, and make 
paralytic members useful. 

Under causes of deformity, gravity, posture, 
muscle unbalance, and weight-bearing are given. 
The treatment should consist in manipulation to the 
full extent twice daily in all directions; this should 
be supplemented by massage, warm baths, and elec- 
tricity in older children. H. W. MEvyERDING. 


Truslow, W.: Prevention and Correction of De- 
formity in Poliomyelitis. Long Island M. J., 


1916, X, 453. 
The epidemic of 1916 has been the first epidemic 
in which much was done toward “prevention of 
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deformity.” In less than one week of its beginning 
orthopedic surgeons were appointed to work among 
the cases quarantined in the New York hospitals. 
Thus muscle conservation and deformity prevention 
were begun at the outset. 

The principles of treatment include conservation 
of muscle tone from the start, prevention of muscle 
strain such as foot-drop from pressure of bed- 
clothes; and beginning of muscle development as 
soon as soreness has subsided. ‘The enforcement of 
the horizontal position in bed; the paraphernalia 
used to prevent foot-drop and outward rotation at 
the hip; the Bradford frames used to support the 
back, abdominal, and respiratory muscles; and 
plaster splints were all very valuable in this epi- 
demic. 

As soon as it is known where the residual weak- 
ness will be, braces may be applied. An efficient 
brace should be of light weight, should be padded 
over the bony parts but close fitting, its parts should 
be extensible for growing children; the joint activity 
should supplement the activity of the weak muscles 
and prevent contraction of the stronger muscles. 
Such a brace will prevent muscle strain but develop 
muscle power. 

Massage must be carefully begun after the sore- 
ness has ceased, in order to warm up the skin and 
effect blood supply to the muscles. Muscle train- 
ing consists in daily carrying through the activities 
of the joints involved to the full extent of their 
anatomic mobility, with outside aid gradually sup- 
plemented by the patient’s aid, but fatigue must 
never be reached. Electricity has its advocates and 
may be of use, but its value is certainly overrated. 
Keeping the part warm is a big factor in promoting 
the circulation. Rosert G. PACKARD. 


Nutt, J. J.: Treatment of Paralysis Following 
Acute Poliomyelitis. Long Island M. J., 1916, 
X, 474. 


Nutt takes up the treatment of infantile paralysis 
after the fifth week. The pain and stiffness have 
then usually disappeared, and an ambulatory brace 
should be designed; for any patient who can sit up 
without support can be fitted with braces which 
will enable him to stand and probably walk. The 
object of the brace is not to produce immobilization 
or prevent deformity, but to permit functionating 
of all the tissues which are not paralyzed, and to 
protect the tissues which are paralyzed. If the only 
function restored is that of weight-bearing, the 
brace is worth while. The way to develop a physio- 
logic function is exercise of that function, but ex- 
haustion is detrimental, and electricity is probably 
of no value. 

A brace without joints is little better than a plaster 
cast. In case of a paralyzed quadriceps femoris, a 
lock joint allowing for bending when sitting, is 
indicated, and at the ankle an absolutely stiff joint 
is never desirable, though lateral deviation may be 
prevented, and a stop in the joint can prevent 
plantar or dorsal flexion as indicated. If both 
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anterior and posterior groups are paralyzed, motion 
should be limited to an arc of six degrees, to prevent 
strain, yet to stimulate structures and make walking 
easier. The three common criticisms of braces are: 
(1) the upright is not fitted close enough to the leg, 
(2) the upright is not in the transverse plane of 
weight-bearing, and (3) the joint of the brace is not 
within the arc of motion of articulation. The axis 
of movement in an apparatus should not cause 
interarticular pressure. In long leg braces, the 
joint of the brace should be placed at or above the 
anatomical joint, but never below it. In the ankle 
the position should be between the tip of the ex- 
ternal malleolus and the bottom of the foot. 

Paralysis of the deltoid should be protected as 
soon as the patient sits up, preferably by a brace 
which holds the arm extended to a right angle and 
the forearm flexed. 

In his treatment Nutt advises removing all 
braces for two hours in the morning, allowing the 
child to use voluntary motions as he will. But 
certainly fatigue must be avoided, by letting the 
child rest at the first inclination. 

Ropert G. PACKARD. 


Peckham, F. E.: The Treatment of Infantile 
Paralysis. N. Y. M. J., 1916, civ, 1045. 


The author briefly describes the pathology of 
this disease, laying stress upon the fact that me- 
chanical pressure upon the nerve elements from 
hyperemia, cellular infiltration, and oedema may 
readily account for the widespread paralysis during 
the acute stage. Working upon this hypothesis, 
he believes that the use of physiotherapeutic agents 
combined with mechanical appliances very early 
will result in more perfect recoveries. 

The weakened or paralyzed muscles are first 
exposed to a 500 candle-power electric light screened 
with blue glass. This causes pain to disappear, 
when vibration may be applied. He also believes 
that the static wave current will dissipate infiltration 
and oedema. During the subacute stage, he places 
great importance upon passive and active muscle 
exercise. H. W. Witcox. 


Frauenthal, H. W.: The Treatment of Infantile 
Paralysis. N.Y. M.J., 1916, civ, 1042. 


The author sets forth briefly what has been 
learned from the epidemic in New York during the 
summer of 1915, as to treatment in both the acute 
and chronic stages of infantile paralysis. 

Four lines of treatment were carried out in the 
four city hospitals of New York during the acute 
stage: (1) internal use of hexamethylenamine, (2) 
intraspinal injection of adrenalin, (3) injection of 
immunizing serum from patients recovered from 
the disease, (4) the injection of normal serum of 
healthy persons. It is stated that with each of 


these treatments there were numerically as many 
deaths, as many complete recoveries, and as many 
cases of paralysis, so that no apparent advantage 
accrues from any line of treatment, although the 
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author further states that where the disease was 
diagnosed in its incipiency, before the manifestation 
of any paralysis, the disease has been checked and 
paralysis averted by the injection of immunizing 
serum obtained from cured cases. 

The author begins treatment in the second week. 
Neuritic pain may be much relieved by immersion 
in a warm bath or an electric light bath. 

He uses aluminum splints to prevent contraction 
deformities, condemning the use of plaster of Paris 
because of a tendency to atrophy, additional to that 
caused by the disease as well as the danger from 
possible sloughs caused by unskillful application of 
the casts. The author strongly advocates electrical 
treatment, beginning it when paralysis appears, 
using a sinusoidal current, alternating with a com- 
bined galvanic and faradic current. The strength 
of the current should be the weakest that will pro- 
duce a contraction, and over a period of only two 
or three minutes on any particular muscle and from 
six to twelve minutes on the body at one time. 

Massage treatment should be begun just as soon 
as acute inflammatory symptoms have disappeared 
and should be continued faithfully for weeks and 
months. 

The author uses the immersion bath, temperature 
gs to 102° F., for twenty minutes each night. 

Later on, in patients over three years old, muscle 
education by means of passive and active exercises 
done before a mirror, directing the patient to con- 
centrate his mind on the affected muscles, has been 
the means of more rapidly bringing the muscular 
movement under the control of the will. 

H. W. Witcox. 


Sayre, R. H.: The After-Treatment of Infantile 
Paralysis. N.Y. M.J., 1916, civ, 1029. 


The author divides the treatment of infantile 
paralysis into five groups: (1) medical, (2) electrical, 
(3) manipulative, (4) instrumental, and (5) surgical. 

He believes that strychnine is distinctly helpful 
and should be administered in increasing doses until 
some result is produced or the toleration point is 
reached. He also feels sure that there is much 
benefit to be derived from the use of faradism and 
galvanism. The strength of the current should be 
the smallest which will produce muscular contrac- 
tion. Manipulations are very essential but should 
never be employed so long as tenderness of the 
peripheral nerves exists, but should be used after the 
limb has become tolerant of movement. Manipu- 
lation of the muscles, deep kneading, rubbing, and 
superficial stroking are most important. Muscle- 
training should be employed but the amount of 
exercise given a paretic muscle must never be to the 
point of overfatigue which will result in harm 
rather than good. Heat applied to the paralyzed 
extremity by the electric light oven or artificial 
congestion by immersion in a vacuum cup are of 
great service. 

Instrumental support for the paralyzed upper 
extremity is of comparatively little value, but in the 


lower extremities it is frequently essential; the 
apparatus should be light and girdle the limb as little 
as possible. The number of cases which are amen- 
able to surgical treatment is comparatively small, 
and the majority are better treated by mechanical 
support, but a certain number derive wonderful 
help from surgical intervention. It enables some 
cases to dispense with the use of apparatus alto- 
gether, and makes it possible for others to use a much 
lighter form of support. Rosert G. PACKARD. 


Roberts, P. W.: The Influence of the Os Calcis on 
the Production and Correction of Valgus De- 
formities. Am. J. Orth. Surg., 1916, xiv, 720. 


The author is of the opinion that many malposi- 
tions of the feet and weak feet are in a great measure 
due to the shape of the under-bearing surface of the 
os calcis. He thinks that if the under surface were 
flat instead of round many valgus deformities would 
never occur. 

The bearing area of the os calcis is extremely 
small. Whatever weight may be borne is in reality 
resting on a body with an arc for a base. It is 
axiomatic in mechanics that a body with an arc 
for its base can bear a superimposed weight without 
tilting only when the thrust of that weight is re- 
ceived over the center of balance, and that when 
received away from the center it will tilt in propor- 
tion to the force of the thrust and the distance from 
the center at which it is applied. 

So long as the weight of the body is carried over 
the center of balance of the os calcis or to the outer 
side of the center no strain upon the longitudinal 
arch occurs but when the weight is transmitted to 
the inner side the arch is depressed and the first 


stage of weak foot is seen. 


The author highly recommends a small plate 
which extends only to the anterior border of the os 
calcis. Its floor is tilted upward on the inner side 
and a flange extends backward to the posterior and 
upper border of the inner side of the heel. Just | 
below this the metal is bulged to allow room for the 
soft parts when the heel is rotated. A flange on the 
outer side prevents slipping laterally. Later the 
plate is modified to support the transverse arch. 

In conclusion Roberts urges that the influence 
of the os calcis on the lateral deformities of the foot 
is deserving of more consideration than it has 
heretofore received, for through control of this bone 
much may be accomplished in the prevention and 
correction of malpositions and in the relief of symp- 
toms which so frequently ensue. Puri Lewin. 


Stephenson, C. E.: A Successful Method for Cor- 
recting Fallen Arches. Indianapolis M. J., 
1916, xix, 490. 

After recalling to mind the two types of arch 
trouble, -the longitudinal and transverse, and de- 
crying the present types of shoes, Stephenson ad- 
vises for “fallen arches,” the fitting of a perfectly 
constructed arch support. He takes an impression 
of the bottom of the foot, makes a cast from it, 
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and trims it to the shape and length desired. Over 
this cast is built the arch support made of a harden- 
ing cement unaffected by moisture or heat. By a 
curing process, the proper flexibility is obtained, 
and the support covered with leather. The author 
claims as advantages for this support; its lightness 
of weight, its comfort, and its stability. He con- 
demns the habit of sending patients to shoe stores 
for arch supports. RoBert G. PACKARD. 


Fiske, E. W.: The Conservative Treatment of Club- 
Foot. Am. J. Orth. Surg., 1916, xiv, 693. 


The author states that in a comparison of cases 
treated by operation, with those unoperated there 
were 95 per cent satisfactory results in the latter as 
compared with 55 per cent in those operated. He 
strongly advises the conservative treatment. For 
the attainment of perfect results by this method 
there are three requisites: constant personal man- 
agement, strict adherence to the principle of non- 
traumatism at all stages, and a careful and thorough 
technique. The measures available for conservative 
treatment are manipulation to the point of toler- 
ance, plaster redressment or other mechanical fixa- 
tion, weight-bearing, massage, and exercises. 

For relapsed club-foot Fiske recommends cor- 
rection, overcorrection, and retention. He first 
applies Heusner’s glue to the skin from the toes to 
the knee and stretches stockinette smoothly over it. 
A pad is placed under the prominence on the outer 
border of the foot and a plaster cast applied in three 
parts, viz., a boot and a legging, and after they have 
hardened a third part joining the two while the boot 
is forced into an abducted and everted position. 
The legging is strongly rotated inward on the leg. 
Beneath the sole of the boot an outside wedge of 
plaster is placed. After a certain amount of 
flexibility and fair correction have been established 
a plaster similar to that of Ehrenfried is desirable. 
This consists of three parts: a thigh cuff, a boot, and 
a joining part fixing the knee in flexion, the foot 
in eversion and dorsiflexion. Next, a retentive 
brace with an inside upright is used, together with 
an outside lift on the sole of the shoe and a T-strap 
around the ankle. A stop-catch joint is inserted at 
the ankel. A simple brace is worn at night. With 
the omission of the plasters, massage and muscle- 
training are of great value. 

The author uses the talipedometer for recording 
in degrees the angles of deformity in the three planes 
of motion of the foot. He concludes that the 
application of thoroughly conservative methods 
without sacrifice of structure or action, and the 
accomplishment of perfect results in rigid relapsed 
club-feet, are in no way incompatible. 

Lewin. 


Fiske, E. W.: The Réle of Orthopedic Surgery in 
Early Treatment of Injured and Wounded. 
Mil. Surgeon, 1916, xxxix, 497. 


The author portrays the great value of orthopedic 
surgery as seen in the organization of the hospital 
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systems of the principal contending armies of 
Europe. 

Prophylactic orthopedics embrace a general ap- 
plication of preventive measures which are de- 
pendent upon the proper use of apparatus, massage, 
and manipulation on injured limbs and joints. 
Ankylosis may be prevented in traumatized or 
septic joints by the systematic manipulation of the 
joint. In the more severe cases, where ankylosis 
can not be prevented, future usefulness of the limb 
will be assured by immobilization measures or 
dressings that retain the joint in the most favorable 
position for locomotion or prehension. Deformities 
from the contraction of a scar in the damaged soft 
parts is prevented by the early application of simple 
splints. In deformities due to paralysis of certain 
groups of muscles from nerve injury, the contiguous 
joint should be corrected, or better overcorrected by 
apparatus, in order that contraction of the unap- 
posed muscle groups may be prevented and the 
paralyzed group of muscles saved from overstretch- 
ing which will naturally add to the liability of per- 
manent paralysis. 

Minor injuries confined to the joints and back and 
unaccompanied by open wounds, require an ac- 
curate diagnosis of the exact structures damaged and 
a definite direction of the treatment toward the re- 
pair of the tissue affected. Splints may be used 
for these traumatized joints, especially if combined 
with strapping and compression bandage, but 
plaster of Paris is by far the most efficient means of 
limiting all motion and at the same time mechan- 
ically relaxing the injured structures. 

Wounds into the joints and compound fractures 
of long bones, complicated as they usually are by 
sepsis, must first be provided with ample free 
drainage. Second in importance is thorough im- 
mobilization of the part, which may be done with- 
out interfering with drainage, and third should 
come attention to alignment and position for future 
function. Reposition may be obtained so long as 
the callus is soft or the adhesions in the joint have 
not become too strong. Rosert B, 


Dobrowolskaga, N. A.: The Regeneration of Bone 
in Its Relation to the Cultivation of Bone. 
Brit. J. Surg., 1916, iv, 332. 

The experiments were carried out as follows: 
Small pieces of bone taken from young animals — 
mice, kittens, rabbits — were placed on slides in 
homogeneous plasma, and covered with a watch- 
glass with a hanging drop of distilled water, which 
was hermetically sealed with paraffin. This prepa- 
ration was placed in the incubator and examined 
from time to time. His conclusions are: 


1. Bone tissue is capable of producing a luxuriant 
growth in vitro. 

2. The living elements of compact bone tissue 
are also capable of developing new cells. 

3. The islets of osteogenetic tissue around a 
piece of bone deprived of its periosteum, and trans- 
planted into the soft tissues, probably arise from 
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the growing cells of the transplanted compact 


ne. 

4. When the bone is transplanted with its perios- 
teum, the growth is more active. 

5. In order to obtain sufficient strength it is 
necessary that the bone should be connected with 
the matrix bone, through which it enters into 
normal conditions. 

6. Blood coagulum aids the growth of osteogenetic 
cells by means of its fibrous network. 

7. The practical lesson is: splinters in non- 
suppurating fractures must be treated most care- 
fully, and if possible the wound must not be inter- 
fered with. In suppurating cases, the extraction of 
splinters should be delayed as long as possible in 
order to give the organism a chance to profit by the 
regeneration of bone. Pattie Lewin. 


Mankell, N. K., and Koenig, E. C.: Postures and 
Types of Breathing Exercises. NV. Y. M. J., 
1916, Civ, 934. 

The authors carried out numerous experiments 
using the fluoroscope as an aid in determining the 
excursion of the diaphragm and viscera. They 
conclude that there are many factors which in- 
fluence the function of the stomach, intestines, and 


other digestive organs; that many persons with 
pronounced ptosis may be apparently unaffected 
by that condition; that there is a great prevalence 
of such disturbances as constipation, low grade 
intestinal toxemia, atony of the intestines, retro- 
version of the uterus, and hernia. These certainly 
may be caused mechanically by constant forcing 
down of abdominal organs. There can be no ad- 
vantage and many disadvantages in the low position 
of these important organs. 

In standing as well as in the sitting or lying posi- 
tion, abdominal contraction alone (done ‘in a quiet, 
unhurried manner) elevates the organs from one to 
six inches. ‘Thus they have an exericse that cer- 
tainly is mild but which when often repeated proves 
very effective. 

They recommend that the breathing exercises 
should be done quietly in rhythm, somewhat like 
yawning. ‘They may be repeated, if they do not 
cause fatigue, four to ten times; three to four times 
a day sometimes gave good results. The general 
physical condition, muscle tone, good habitual 
posture, regular judicious exercises, and clothing 
giving full freedom are undoubtedly large factors 
in the position and function of the abdominal organs. 

Parte Lewin. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Arnold, E. H.: Fixation of the Sacrum. Am. J. 
Orth. Surg., 1916, xiv, 574. 

The author believes that fixation of the sacrum 
is absolutely indicated in all cases where the usual 
mechanical methods of fixation, such as strapping, 
belts, and braces, have failed to accomplish results. 
The operation is practically without risk and danger 
except that incident to anesthesia, and as it shortens 
the time of treatment and lessens considerably the 
expense to the patient it is indicated, economical- 
ly. Where the lesion and distortion are plainly 
evident and of some degree of severity, the opera- 
tion is indicated from the start. Usually, however, 
the patient is better satisfied with having the opera- 
tion done after some other method has been tried. 
The only contra-indication is in the case of young 
females who may expect to become pregnant. In 
the males there is no interference with industrial 
or other pursuits. In the rr case reports cited, the 
following points are of interest: 

Location of lesion: sacrum 3, sacrolumbar 4, 
sacro-iliac 3, fifth lumbar r. 

Probable etiological factor: tubercular 4, trau- 
matic 2, arthritic 4, doubtful 1. 

Nature of operation: 2 sacrolumbar grafts, 1; 
1 sacrolumbar graft, 1; 1 sacrolumbar and 2 sacro- 
iliac grafts, 1; 1sacrolumbarand tr sacro-iliac graft, 8. 

Results: Good, complete and rapid recovery, 8; 
fair, 1; slow but good and complete recovery, 2 

Time elapsed: 1 case, 3 years and ten months; 
I case 1 year and four and a half months. 


The technique is as follows: 

1. In the sacrolumbar operation two grafts from 
the tibia are implanted on the two sides of the 
spinous processes of the last three lumbar and the 
first two sacral spinous processes. Arnold recom- 
mends that plaster of Paris be dispensed with. 

2. In the sacrolumbar fixation the typical Albee 
technique is used, the tibial graft being inserted 
between the split spinous processes of the last three 
lumbar and upper two sacral vertebrae. Seven to 
eight weeks’ rest in bed is recommended. 

3. In the fixation of the sacro-iliac joints one or 
two tibial grafts are inserted into a trough chiseled 
across the ilium and sacrum. Rest in bed for six 
weeks is recommended. Pau Lewin. 


Craig, C. B.: Injuries to the Spinal Cord Produced 
by Modern Warfare. WN. Y. M. J., 1916, civ, 
1035. 

This article is based upon a study of thirty cases of 
spinal cord and nerve-root injury under treatment 
at the American Ambulance in France. 

The author states that peripheral nerve-trunks 
are not susceptible to concussion. Concussion of 
the spinal cord with hematomyelia may cause 
paralysis, which is usually rapidly and completely 
recovered from. Seven such cases are reported. 
Contusion or laceration of the spinal cord by actual 
contact of a projectile causes, according to the 
location of the injury, paraplegia, quadriplegia, or 
cauda-equina symptoms, with cystitis, pyelone- 
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phritis, and general sepsis, with great pain. The 
condition does not improve and is eventually fatal. 
In laceration of nerve-trunks with loss of continuity 
the outcome is unfavorable because all are infected, 
scar tissue of great density forms, embedding the 
retracted nerve-ends, and nerve-suture becomes thus 
very difficult. 

Compression of nerves by scar tissue or bone 
callus comprises but a small per cent of all cases, but 
if the compressing material is removed early these 
nerves regain function. H. W. Witcox. 


Plummer, W. W.: A Case of Spinal-Cord Tumor. 
Am. J. Orth. Surg., 1916, xiv, 734. 


Plummer reports a case of giant-cell sarcoma of the 
spinal cord in a sixteen-year old boy. The symp- 
toms were persistent high dorsal backache, pain in 
both legs, and some loss of power. Later he was 
unable to walk. There was increasing spastic 
paralysis of both legs with convulsive movements. 
Sensation was absent to the level of the third rib. 
The bowels were moved by lavage; the urine was 
under fair control. Operation revealed a tumor 
mass under the tips of the second and third dorsal 
spinous processes. Examination showed it to 
be a giant-cell sarcoma. The interesting points 
about the case are that the tumor as found at op- 
eration should have produced the equivalent of 
a complete section of the cord at the level of the 
second dorsal vertebra and that the excellent 
stereoroentgenograms gave no definite hint of the 
enormous bone destruction. Pop Lew. 


Skoog, A. L.: Spinal Cord Neoplasms. J. Mo. St. 
M. Ass., 1916, xiii, 585. 

Skoog reviews the pathology of spinal cord tumors 
and reports in detail a case in which a typical psam- 
moma was removed successfully from the spinal 
cord in the region of the fifth, sixth, and seventh 
spinous processes of the dorsal region. 

He urges the necessity of early diagnosis, and he 
believes there is reason for being enthusiastic regard- 
ing operative intervention in properly selected 
cases of tumors of the spinal cord. D. L. Desparp. 


Riosalido: Radiographic Symptoms of Pott’s 
Disease (Sintomas radiograficos del mal de Pott). 
Rev. Ibero-Am. de cien. méd., Madrid, 1916, xxxvi, 
277. 

Riosalido says that systematic radiography of 
every patient with pains in the vertebral column 
and who shows any evidence of Pott’s disease, will 
result in a secure diagnosis before the lesions and 
deformations advance to a point where they are 
irremediable. 

Radiography has been able to demonstrate why 
cyphosis is absent in cervical Pott’s disease, only 
medium in lumbar, and much pronounced in dorsal. 
In the first region when a vertebral body is destroyed, 
partly or totally, fusion with the underlying parts 
is prevented by the pedicles and transverse apoph- 
yses which in the cervical region are implanted in 
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the lateral part of the vertebra. Moreover, the 
very mobile posterior arch of the spiny apophyses 
which imbricate into each other, usually adjust 
themselves with the parts below. There is no 
prominence, no exteriorization in the form of a 
cyphosis; and in no patient with a cervical Pott’s 
disease, will a hump be found. 

In the lumbar region, however, the pedicles and 
transverse apophyses are implanted more posteriorly 
than in the cervical region, adjustment of the poste- 
rior arch can be verified here to a certain extent; 
which is proved by the great dorsal flexibility of this 
part of the column, which leads to the same end; 
i.e., there is little ostensible cyphosis. The most 
that appears is a slight prominence and this is 
balanced by the compensatory lordosis which is 
soon established. 

On the other hand, in the dorsal region where 
movement of extension is very limited and approxi- 
mation of the posterior arcs is lacking, when a verte- 
bral body is destroyed it tends to fall upon the lower 
parts very rapidly without any hindrance by the 
posterior area. Moreover, the cyphosis which re- 
sults is not balanced by any compensatory lordosis 
because there is none or very little in this region. 

The author exhibits radiographs of different cases 
observed in his clinic to illustrate the findings in 
various types of lumbar, dorsal, and cervical Pott’s 
disease, and to denote how they should be in- 
terpreted. W. A. BRENNAN. 


Young, J. K.: Compression Fracture of the Fifth 
Lumbar Vertebra. JN. Y. M.J., 1916, civ, 982. 


The author reports four cases of compression frac- 
ture of the fifth lumbar vertebra, two of which also 
had fractures of the transverse process. The 
usual cause of this fracture is a fall, the patient 
landing on the buttocks. The shock is out of all 
proportion to the injury; sometimes the patient is 
even unconscious. Pain is a constant symptom 
and is increased on sitting down and getting up. 
Local tenderness, muscular spasm, and limitation 
of motion are present but there are no cord symp- 
toms such as paraplegia or sphincter disturbance. 
Should there be also a displacement of the sacro- 
iliac synchondrosis, Kernig’s sign may be elicited. 
A lumbar scoliosis may be present. The dis- 
alignment of spinous processes is a prominent sign. 

Lesions to be differentiated from this condition 
are: (1) fracture of the transverse process, in which 
there is never scoliosis; (2) displacement of the ilium 
which is not accompanied by disalignment of the 
vertebra; (3) lateral deviation in Pott’s disease in 
which kyphosis is the differentiating sign; (4) 
rachitis of the pelvis, which would be associated with 
other signs of rachitis; (5) malignant disease; (6) 
arthritis deformans, in which diagnosis can be made 
by roentgen picture. The treatment recommended 
is extension from the head and feet, the patient 
lying on a hard mattress or in a plaster shell, fol- 
lowed after the symptoms subside by a spinal 
brace. W. A. Crark. 
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SURGERY OF THE 


Heinemann, O.: Gunshot Injuries of the Periph- 
eral Nerves; Anatomic Investigation of the 
Inner Structure of the Great Nerve-Trunks 
(Ueber Schussverletzungen der peripheren Nerven; 
anatomischen Untersuchungen ueber den inneren 
Bau der grossen Nervenstaemme). Arch. f. klin. 
Chir., 1916, cviii, 107. 

Heinemann finds that nerve-suture has in general 
given 70 to 80 per cent positive results. In his 
own cases he obtained 75 per cent good results. 

Although Stoffel has condemned nerve-transplan- 
tations, yet by this means Gratyl obtained 66 
per cent successes in nerve-defects. The prognosis 
of gunshot injuries of the nerves is in Heinemann’s 
experience good. Previous to the war it was known 
that the reconstitution of nerve functioning took 
a very long time. It takes about two years before 
it can be stated with certainty that there is no return 
of nerve functioning. Heinemann’s optimism is 
based upon his observations of recovery in apparent- 
ly non-curable cases. There were only two cases 
of nerve-suture in which positive results were not 
obtained and these are still under observation. 

The most striking successes are obtained in 
neurolysis. Paralysis may disappear within twenty 
four hours; whereas after resection such a result 
is not usually obtained till after two months. 

For the after-treatment of nerve injuries Heine- 
mann advocates electricity. Systematic electrical 
treatment greatly facilitates recovery. This is 
particularly the case in patients with weak will- 
power. W. A. BRENNAN. 


Steindler, A.: Direct Neurotization of Paralyzed 
Muscles. Am. J. Orth. Surg., 1916, xiv, 707. 


The object of the paper is a study of the boun- 
daries of physiological nerve-regeneration and 
a search for the possible clinical applications of 
physiological facts to pathological conditions. 


NERVOUS SYSTEM 


Steindler’s technique as applied to dogs and cats 
was as follows: First, an incision was made along 
the femoral vessels and the anterior crural nerve was 
dissected. It was then divided at a point well 
above the level of the upper muscle branches and a 
distance from one to one and one-half inches was 
resected. The central end was then turned upward 
and fastened securely into the muscles of the 
abdominal wall, in order to prevent the regeneration 
of the anterior crural nerve. Then a posterior 
incision was made along the posterior border of the 
glutei, and the sciatic nerve was dissected. One 
can see this nerve distinctly divide into two bundles, 
of which the upper corresponds to the anterior and 
the lower to the posterior tibial nerve. The 
anterior tibial bundle was then spliced off and cut 
low enough to leave a central end of sufficient length. 
This end was then brought forward through a 
tunnel in the muscles and after refreshing the cut, 
was directly implanted into the vastus externus 
muscle. Here it was held securely by fine catgut 
sutures. ‘The wound was sewed with catgut and 
silkworm gut and covered with tincture of benzoin. 

From his experiments Steindler concludes as 
follows: 

Direct neurotization is possible. The natural 
limits of physiological regeneration allow a motor 
nerve, directly implanted into paralyzed muscle 
tissue, to establish by regeneration the entire chain 
of neuromotor connections. This regeneration 
seems to be complete in from eight to ten weeks. 

In close succession the muscle tissue also re- 
generates and the regeneration takes place centrif- 
ugally from the point of implantation. 

Hyperneurotization probably does not occur. 

Apparently totally paralyzed muscles in infantile 
paralysis contain a variable amount of perfectly 
normal muscle-fibers and a considerable amount of 
nervous elements. Lewin. 


MISCELLANEOUS 


CLINICAL ENTITIES—-TUMORS, ULCERS, 
ABSCESSES, ETC. 


Kahn, M.: Diagnosis of Cancer. J. Lab. & Clin. 
Med., 1916, ii, 103. 

Kahn reports his experience with the gastro- 
albuminorrhoea test for gastric cancer, and with the 
Salkowski-Kojo urinary colloidal nitrogen test and 
the Salomon-Saxl “neutral sulphur”’ test for general 
malignancy. In his hands, the test for gastric 
protein by means of the Wolff-Junghans modifica- 
tion of the Solomon method gave excellent results. 


A negative result with this test speaks against’ 


malignancy; a positive result may also be given by 
gastric ulcer and acute and chronic gastritis. The 


performance of the Salkowski-Kojo and Salomon- 
Saxl tests conjointly in the same case has yielded 
very significant results if these tests are both 
positive. A negative result with one or the other 
of these tests speaks against malignancy. 


Vance, B. M.: Multiple Myelomata, with a Dis- 
cussion as to Its Nature and Origin. Am. J. 
M. Sc., 1916, clii, 693. 
A summary of the autopsy findings in the case 
reported is as follows: 
A multiple primary neoplasm of the bone-marrow 
was found which extensively infiltrated the ribs, 
cervical vertebrae, clavicles, sternum, and femur. 
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The tumor tissue caused destruction of the bone, 
wearing away the cortex to a thin layer and entirely 
replacing the cancellous bone. The neoplasm was 
confined to the osseous system, the viscera were not 
involved nor were the surrounding soft tissues in- 
filtrated, except in the neck. The tumor was 
yellowish white in color, soft in consistency and 
homogeneous in appearance, resembling a rapidly 
growing round-celled sarcoma. ‘The masses in the 
sternum and the head of the right femur showed 
extensive haemorrhages, which gave the neoplasm 
a dark red appearance like clotted blood. 

On microscopic examination the tumor-cells 
were found packed together in a stroma, consisting 
of very fine cellular connective tissue, delicate 
blood-vessels, a fine eosinophilic ground substance, 
and red blood-cells whenever the section was taken 
from a hemorrhagic area. 

The author reaches the following conclusions after 
discussing the subject thoroughly: 

1. The multiple myelomata are multiple primary 
tumors of the bone-marrow, occurring for the most 
part in elderly individuals, and manifested during 
life by deep-seated pain in the bones, characteristic 
deformities of the skeleton, spontaneous fractures 
in many bones of the body, severe secondary 
anemia and emaciation. 

2. The presence of Bence-Jones protein in the 
urine is characteristic of many cases of multiple 
myelomata, but it is not a pathognomonic sign of 
the disease, as it is occasionally found in the urine 
of other bone conditions. 

3. At postmortem, cases of multiple myelomata 
show the presence of soft, homogeneous tumor 
masses which replace the cancellous tissue of the 
bones of the trunk, the vertebra, ribs, and sternum, 
and less often of the ends of the long bones of the 
extremities, the diploe of the skull and the small 
bones of the hands and feet. 

4. The multiple myelomata are confined to the 
bones, though a few cases have been reported of 
extraskeletal growths. 

5. The multiple myelomata are composed of 
cells practically identical with the myeloblasts of 
the bone-marrow or their derivatives. Five dif- 
ferent groups of these tumors have been described: 
(1) myeloblastoma, (2) neutrophila myelomata, 
(3) erythroblastoma, (4) lymphocytoma, (5) plas- 
mocytoma. 

The first three tumor types are true multiple 
myelomata. The lymphocytoma is a distinct tumor 
type, but as there is considerable doubt regarding 
the relation of the tumor-cell to the myeloblast, it 
cannot be unquestionably classified as a_ true 
myelomata. 

The “plasma cell” tumor cannot be considered 
as a pathological entity until more is known about the 
origin and mode of development of the plasma 
cell. 

6. The multiple myelomata belong to that group 
of tumors which are composed of cells derived from 
the primary mesenchymal Wanderzellen and are 


closely related to the leukemias, chloromata, and 
other diseases of the lymphatic hemapoietic 
apparatus. Epwarp L. CorNeELL. 


Wagner, J. H.: Chondroma of the Pelvis. Surg., 
Gynec. & Obst., 1916, xxiii, 604. 

The author has summarized the work upon chon- 
droma of the pelvis, beginning with the work of 
Muller in 1836 and including the available material 
to the present day, 103 cases in all. 

The chondroma is usually of the hyaline cartilage 
variety and may appear as an enchondroma or an 
ecchondroma. In the former the trabeculz are more 
abundant, in the latter degeneration is apt to occur 
owing to the limited blood supply. The degenera- 
tion is usually myxomatous. 

These tumors usually single, irregularly 
globular, surrounded by a definite capsule, and 
attached to the parent tissue in a sessile manner. 
They range in size from a hazelnut to masses 100 cm. 
in circumference. 

The pelvis in view of its embryological develop- 
ment and numerous centers of ossification has many 
locations from which these tumors may arise. 
Traumatism is a definite factor in the production 
of these tumors, a view held by Virchow, Muller, 
Letenneur, and others. In the author’s two cases, 
the tumors followed a definite trauma. Sudler, 
Whartmann, Helmholtz, and others have shown 
that chondroma may arise by the transformation 
of fibrous tissue into cartilage. The series of steps 
in this process of metaplasia has been observed 
in the author’s two cases and in spite of the many 
other possibilities, he believes this is the most 
frequent mode of origin. These tumors are, as a 
rule, benign, and their malignancy is due to position. 
However, cases showing metastases by direct 
extension or by growth into the lumen of surrounding 
vessels have been shown to take on a sarcomatous 
character. The age of frequency is between 20 and 
40 years, equally distributed in both sexes. In 
pregnant females, the tumor may so encroach upon 
the pelvis as to demand cesarean section. 


Longcope, W. T.: Susceptibility of Man to Foreign 
Proteins. Am. J. M. Sc., 1916, clii, 625. 


The introduction of foreign proteins is followed 
by the production in the body of antibodies, which 
may unite with the original substance or antigen 
to produce a new effect. This is shown in the 
body by anaphylaxis. 

The types of anaphylaxis are as follows: (1) active 
anaphylaxis — the condition produced after a sec- 
ond injection of foreign protein which is given at 
least nine to fourteen days after the first injection, 
and is shown by immediate illness or even death; 
(2) passive anaphylaxis — a condition in which the 
blood of an animal sensitized to a given foreign pro- 
tein may confer this sensitiveness to a normal ani- 
mal; (3) anti-anaphylaxis —in which for a short 
period following the anaphylactic shock, the actively 
sensitized animal becomes insensitive to the injec- 
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tions of the given protein; (4) a refractory condi- 
tion produced by repeated injections at intervals of 
two or three days, so that for a long time no ana- 
phylactic symptoms are produced. 

The foreign protein most often given man has 
been horse serum. ‘The primary injection produces 
no immediate symptoms, but at any time after 
an incubation period of six days, serum sickness may 
appear. The symptoms are quite characteristic: 
skin eruptions with intense itching preceded by 
glandular enlargement usher in the attack; urticaria 
is most common; oedema which may be general, but 
usually of the face and ankles; elevation of tempera- 
ture, with malaise, and headache with prostration; 
rarely nausea and vomiting. Joint pains are com- 
mon in severe cases and are always multiple. There 
is little tenderness and no swelling or reddening. 
The spleen is sometimes enlarged, and in 5 to 9 
per cent of the cases there is albuminuria. In the 
blood there is a primary polymorphonuclear leu- 
cocytosis, subsequent leucopenia, and an absolute 
increase in lymphocytes. ‘The disease lasts twenty- 
four hours to twenty days or longer. 

The disease is not usual after small doses but is 
common after large ones. The statistics of Weaver 
based on 8or cases, show an incidence of 10 per cent 
after the injection of one to 1occm. of serum. Most 
of the attacks are mild, but the incidence increases 
until after doses of 90 ccm. or more, 75 to 100 per 
cent of the patients develop serum sickness. ‘The 
incidence may also depend upon the source of the 
serum. Apparently certain horses yield a serum 
which is more likely to be attended by serum sick- 
ness. The individual characteristics of the patient 
plays a réle, as similar doses have different effects 
in different persons. 

A second dose before the onset of serum sickness 
is not attended by immediate symptoms, but after 
the onset or after ten days there may occur: (1) 
local immediate reaction, within fifteen minutes to 
an hour at the site of injection, oedema, erythema, 
or urticaria; (2) general immediate reaction, within 
twelve to twenty-four hours such symptoms as 
dyspnoea of asthmatic type, cyanosis, collapse, 
nausea and vomiting, and suppression of urine; 
(3) the accelerated reaction, in which the incuba- 
tion of the serum sickness falls between the imme- 
diate reaction and the ordinary reaction and comes 
on in three to five days; (4) the second injection 
may be followed simply by the normal form of 
serum sickness. 

At about the time the sensitiveness appears, there 
appears in the blood serum precipitins for the foreign 
protein, and a substance which is capable of trans- 
mitting the sensitive state, passively from one 
animal to another. This latter substance is vari- 
ously designated immune substance, anaphylactic 
antibody, anaphylactin, or allergen. 

With the appearance of the symptoms, these 
antibodies and immune reactions disappear to re- 
appear with great intensity at the subsidence of the 
attack. The serum or antigen during this entire 


period may be demonstrated in the blood. The 
onset of serum sickness is probably, therefore, a 
visible evidence of the development of general 
sensitiveness and represents a more or less violent 
reaction between the circulatory antigen and 
antibody, which is in the process of development in 
the cells and possibly in the blood. It is followed 
by a rapid expulsion of the antibodies into the cir- 
culation, and shortly afterward by a period of 
hypersensitiveness at which the reinjections of 
serum may cause a violent general reaction. Later 
the period of hypersensitiveness diminishes and the 
antibodies may disappear from the circulation. 
The injection of serum at this time does not produce 
an immediate general effect, but excessive antibody 
formation under these circumstances is much more 
rapid than in the normal individual, and the general 
reaction or accelerated serum sickness appears. 
Finally, with a complete loss of sensitiveness the 
individual returns to the normal state, and the 
reaction is of normal type. 

Spontaneous sensitization in man occurs not in- 
frequently. The sensitiveness to foreign proteins 
exists without the known introduction of these 
proteins. Following the first injection a violent 
immediate reaction or even death may occur. 
This has been shown in the use of antitoxin. The 
urticarias following the ingestion of certain foods 
are explained in this way. Hay fever is an example 
of protein sensitization, as are also the gastro- 
intestinal disturbances dependent upon sensitiza- 
tion to eggs, which is not uncommon in children and 
may occur in adults; the sensitization to cow’s milk; 
and instances of hypersensitiveness to the stings of 
insects. 

An analysis of the conditions of sensitiveness in 
these patients shows that they differ in some re- 
spects from the artificially sensitized. ‘The degree 
of hypersusceptibility is usually much greater in the 
spontaneously sensitized. The sensitization is 
usually multiple and the method of sensitization is 
problematical. There is a tendency for it to occur 
in certain families, such as those showing a tendency 
to asthma and hay fever, or susceptibility to certain 
foods, and suggests that there is an unknown factor 
here which is absent in those subjected to artificial 
sensitization. 

Individuals in this state of spontaneous sensitiza- 
tion suffering from the effects of contact with pro- 
tein ordinarily harmless must be differentiated from 
the normal individual who becomes ill from the 
absorption of one of the poisonous products which 
may be split off from the protein molecule. 

The author now turns to a different form of 
susceptibility, namely, allergy, a changed reactivity 
or hypersusceptibility to infection. This has been 
studied during the last few years by the use of 
bacteria or their extracts, which give an altered 
local reaction to the conjunctival, subcutaneous, or 
intracutaneous injections. Of these reactions that 
of tuberculin is most familiar. Similar specific 


reactions have been obtained with the extracts of 
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bodies of the infecting bacteria in such diseases as 
glanders, typhoid, syphilis, the tricophytic infec- 
tions, and labor pneumonia. ‘The reaction in these 
diseases appears either during the course of the 
infection or after recovery. The pathology of all 
these reactions is quite similar, consisting mainly in 
the infiltration of the subcutaneous tissues by 
mononuclear cells which are collected about the 
blood-vessels. 

Many of these conditions have been ascribed to 
sensitization likened to anaphylaxis and accepted 
as such. Bacteria contain nucleoprotein and it 
cannot be doubted that it is possible to produce 
anaphylaxis, with bacteria or their products, though 
the toxicity of these suspensions and extracts is often 
so great that it is questionable whether the effect is 
that of anaphylactic shock or some other form of 
rapid intoxication. Considerable more experi- 
mental work must be done before this is proved. 

Henry J. VAN DEN BERG. 


SERA, VACCINES, AND FERMENTS 


Hurwitz, S. H., and Meyer, K. F.: Studies on the 
Blood Proteins; the Serum Globulins in Bac- 
terial Infection and Immunity. J. Exp. Med., 
1916, Xxiv, 515. 

The authors draw attention to the fact that for 

a number of years much study has been devoted to 

the origin and the chemical nature of the anti- 

bodies which may develop within the organism dur- 
ing the course of an infection, or which may be 
elaborated within it by the various methods of 
immunization. The efforts to establish the chemical 
identity of antibodies have naturally, they state, 
been centered about a study of the possible relation- 
ship subsisting between the proteins of the blood 
and the immune bodies demonstrable in it by various 
serologic tests. He speaks of the great stimulus to 
these investigations, which has come from the dis- 
covery of new methods of separating and of chem- 
ically identifying the different fractions which go to 
make up the blood proteins. Of these additions, 
the method introduced by the Hofmeister school, 
of separating the various protein constituents by 
fractional precipitation with different salts, seems 
to have produced the most far-reaching results. 

They, therefore, carried on a series of observations 
on serum proteins by the inoculation of bacterial 
endotoxins and inflammatory irritants, believing 
that the only satisfactory method of procuring re- 
liable data on the globulin-antibody problem was to 
make quantitative estimations of the immune 
bodies and of the blood proteins, not at random 
periods during the experiment but at frequent and 
well-timed intervals during the process of immuniza- 
tion. In this way alone did they consider it possible 
to determine whether an increase in the antibodies 
and in the globulins parallels one another, or 
whether either the globulin content or the con- 
centration of immune bodies may increase in- 
dependently of one another. 


The experimental evidence presented here does 
not support the views held by a number of workers 
concerning the relationship of the blood globulins to 
the resistance developed in bacterial infection and 
immunity. From a large number of observations, 
continued over a long period of time, the authors 
have become convinced that other causes are re- 
sponsible for the rise in globulins observed in these 
conditions. 

Their observations have shown with considerable 
certainty that a heaping up of globulins in the blood 
during the development of an infection is more 
apt to occur in those instances where the infection 
has been overwhelming and associated with ex- 
tensive suppuration and wasting. They have 
found, in fact, that animals which succumb to such 
an acute process have usually developed only a 
moderate resistance as far as the development of im- 
mune bodies is concerned. On the other hand, a 
mild chronic infection, they believe, may continue 
over a long period of time, and may register only 
slight changes in the blood globulins until the animal 
begins to emaciate and lose in weight. 

The authors conclude that the progress of an in- 
fection is usually associated with marked changes in 
the serum proteins. There may be an increase in 
the percentage of the total protein during some stage 
of the infection, they believe, and there is usually 
a change in the albumin-globulin ratio with an in- 
crease in the total globulins. This rise may ante- 
date the development of any resistance by a con- 
siderable period of time. The non-protein con- 
stituents of the blood, they say, show fluctuations 
with a tendency to rise as the infection progresses. 

In their observations the process of immunization 
was in almost all instances associated with a definite 
increase in the globulins of the blood, and in some 
cases with a complete inversion of the normal 
albumin-globulin ratio, which may be produced 
both by living and dead organisms and by bacterial 
endotoxins. Massive doses usually resulted in an 
upset which showed no tendency to right itself dur- 
ing the period of observation. A rise in the globu- 
lins was shown to occur long before the animal de- 
veloped immune bodies in any appreciable con- 
centration; and where the globulin curve and 
antibody curve appeared to parallel one another, 
it could be shown by a careful analysis of both 
curves that there was a definite lack of correspond- 
ence at various periods of the experiments. Ani- 
mals possessing a basic immunity showed a more 
rapid rise in the globulin curve following inoculation. 

There was no parallelism between the leucocytic 
reaction and the globulin reaction. During periods 
of leucopenia the globulins might be as high as 
during the period of a leucocytosis. 

Bacterial endotoxins produced as striking an in- 
crease in the serum globulins as living and killed 
bacteria. This seemed to indicate to the authors 
that a bacterial invasion of the organism is not ab- 
solutely essential for the globulin changes, and that 
the toxogenic factor in infection and immunity must 
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play a part in the production of the changes noted. 

Inflammatory irritants injected intraperitoneally 
also resulted in a globulin increase. In this case, 
the changes produced may best be explained, they 
state, by the toxogenic effect produced by the pro- 
tein split products resulting from the inflammatory 
condition. 

Intraperitoneal injections of killed bacteria gave 
rise to a more rapid increase in the serum globulins. 
The rapidity of the response following intraperito- 
neal as compared with intravenous injection, the 
authors believe, doubtless stands in intimate re- 
lationship to the neutralizing power possessed by 
the blood serum and perhaps to the more extensive 
surface of absorption following injection by the 
intraperitoneal route. Georce 


Williams, B. G. R.: A Four Years’ Study of the 
Kelling Hemolytic Test. Med. Rec., 1916, xc, 
898. 

In go tests, the results have been so convincing 
as to cause the author to come to the following 
conclusions: (1) When properly applied and in- 
terpreted, the Kelling test is of value in the diagno- 
sis of cancer and especially in the differential diagno- 
sis of benign and malignant abdominal neoplasms. 
(2) As a routine procedure for the diagnosis of all 
cancers in all stages, it is practically valueless and 
misleading. (3) The chief promise of the hamolytic 
test is the preventing of hopelessly developed, 
necrotic, and metastasized abdominal tumors com- 
ing to the operating table. 

It is agreed that the sera of patients with late 
malignant neoplasms of the viscera, invariably 
cause haemolysis of alien corpuscles, and that this 
hemolysis is usually prompt and marked. More 
interesting and valuable than this is the fact that 
the sera of patients with benign operable tumors 
do not cause hemolysis unless the test be applied 
very late indeed. 

Kelling found that there exist in the blood sera of 
patients affected with malignant disease certain 
substances or a substance innately capable of de- 
stroying the red blood-cells of organisms not can- 
cerous, but only to a limited extent the red cells of 
the cancerous patient, the latter appearing to be 
immunized to these bodies. 

Furthermore, these cancer sera rapidly hamolyze 
erythrocytes of chickens and other aliens; whereas 
normal sera have but little effect. 

The precise nature of the cancer hemolysin has 
not been accurately determined. Wade has shown 
that it is poisonous. It is especially plentiful in 
cancers of the mucous surfaces — stomach, intestine, 
etc. It may be a toxic protein remnant. Again, 
it may be a salt or salts of certain fatty acids 
(cholesterin or sodium salts of oleic acid) which have 
been shown to have hemolytic properties. 

The author concludes that the method is a 
promising one and deserves further study, not so 
much by the research worker as by the diagnostician. 

Lucian H. Lanpry. 


Yanagawa, H.: The Secretion of Lymph. J. 
Pharmacol. & Exp. Therap., 1916, ix, 75. 


The object of the author’s experiments in this 
study has been to throw some light upon the subject 
of lymph secretion and to attempt to determine how 
far the change in the lymph flow can be brought into 
relation with what is known regarding the effects 
of these agents on other functions. His experiments 
were carried out on dogs, which received a hypo- 
dermic injection of 0.2 to 0.4 gram of morphine, 
according to their weight, and were further anes- 
thetized by ether given as uniformly as possible by 
means of artificial respiration. By this means he 
avoided irregular breathing, which otherwise is 
apt to occur and invalidate the results upon the 
lymph flow from the thoracic duct. 

The animals had usually fasted for twenty-four 
hours before the experiments so that the thoracic 
lymph might not be disturbed by the state of diges- 
tion or the nature of the food; the lymph was then 
always clear and free from fat, and the percentage 
of solids could be more readily determined. 

The narcotics (ether and alcohol) increase the 
lymph, the author states, which becomes more con- 
centrated and of higher osmotic pressure but is 
reduced in its coagulability. The acceleration of 
the lymph flow is partly due to increased osmotic 
pressure, and partly perhaps to a change in the per- 
meability of the endothelial cells. The change in 
the osmotic pressure in blood and lymph arises from 
the anesthetic contained in them, he believes, and 
the permeability may be increased by the lipoid- 
soluble property of these narcotics. 

The higher arterial pressure and the greater 
rapidity of the blood circulation through the organs 
under strophanthin does not influence the lymph 
flow; nor is the intracapillary pressure in the portal 
veins increased by it, in the author’s opinion. After 
the injection of adrenalin the lymph increases in 
proportion to the rise of the arterial pressure, and 
here the intracapillary pressure is also increased. 
It seemed to the author, therefore, that filtration 
may participate in lymph formation. But other 
factors, particularly changes in the composition of 
blood, may also accompany the filtration, and he 
has not been able to study these separately. Adren- 
alin does not prevent other lymphagogues from 
increasing the lymph. 

Arsenic increases the lymph, the author states, 
which undergoes the same changes as under the 
lymphagogues of the first class. The chief factor 
in the augmentation of the lymph is the increased 
permeability of the capillaries of the abdominal 
organs, and not any increased activity of the tissue 
cells. Diphtheria toxin, he found, augments the 
lymph greatly, with the changes in its composition 
characteristic of the lymphagogues of the first class. 
But the arterial pressure rises, while under these 
lymphagogues it falls. The acceleration of the 
lymph flow he thinks follows from the greater per- 
meability of the capillaries, and from a rise of the 
capillary pressure. 
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Calcium chloride did not reduce the lymph flow 
under normal conditions, but acted in the same way 
as the other salts. Calomel and its double salts 
injected subcutaneously did not cause any significant 
hydremic plethora and did: not increase the lymph. 

The intravenous injection of acids (lactic acid, 
oxybutyric acid) in quantities insufficient to cause 
marked poisoning, did not affect the lymph flow. 
The effect of alkalies (sodium bicarbonate, lime- 
water) cannot be distinguished from that of neutral 
salts, the author states. Pilocarpine increased and 
atropine reduced the activity of liver-cells as 
measured by the bile flow, and the lymph after 
pilocarpine was augmented; while after atropine it 
was sometimes increased and sometimes unchanged. 
Quinine had no distinct effect upon the lymph flow, 
except when sufficient was given to cause fatal 
intoxication. Thus, though it may reduce the 
lymphagogue effect’ of glucose (Asher), this may 
arise, the author believes, from its action on the 
circulation and not from any specific action on 
lymph flow. 

The flow of the lymph does not always run paral- 
lel to that of the bile, Yanagawa states; sometimes 
they are influenced in opposite directions. In par- 
ticular the lymphagogues of Heidenhain’s first class 
(peptone, diphtheria toxin) diminished the bile 
production, and most of those belonging to the 
second class (concentrated solution of sodium sul- 
phate or glucose) had no effect on the bile production 
or reduced it; which is contrary to Asher’s view of 
the lymph formation. The lymphagogues are not 
always cholagogues, and as the author states other 
factors besides the activity of the organs must play 
réles in the formation of lymph. 

The origin of lymph is the fluid in the lymph 
spaces, and any factor which alters the physical 
conditions and the chemical properties of this fluid 
must affect the lymph formation. The most im- 
portant of these factors, Yanagawa states, are the 
metabolic activity of cells, which bathe in the fluid 
of the lymph spaces, and the permeability of the 
endothelial cells which surround the lymph spaces. 
Both of these are influenced by changes in the blood, 
but these changes need not always run parallel to 
each other, he thinks. Under normal conditions, 
if the permeability of the endothelia is constant, the 
metabolic activity of the tissue cells determines the 
exchange of solids and water by constant changes in 
the osmotic pressure. But, he states, if the amount 
of fluid permeating the endothelia is altered by 
mechanical or physicochemical changes in the cir- 
culation, the fluid in the lymph spaces and the 
lymph flow is altered in correspondence with this 
factor and _— independently of the activity of the 
tissues. Georce E. BEILBy. 


Ward, H. C.: A Sero-Enzyme Study of Bacterial 
Proteins. Jnierst. M. J., 1916, xxiii, 978. 


An attempt was made by the author to apply the 
Abderhalden reaction to the diagnosis of diphtheria 
and gonococcic protein intoxications. Rabbits 


were treated with dead bacteria, and the blood was 
examined by the dialysis method, using these bacte- 
rial proteins as antigens. He found that the sero- 
enzyme test was of no diagnostic value in bacterial 
infections. Max Kaun. 


BLOOD 


Simonds, J. P.: A Study of Low Blood-Pressures 
Not Associated with Trauma or Hemorrhage. 
Arch. Int. Med., 1916, xviii, 848. 


In the course of studies on anaphylactic shock in 
the dog it was found that during the period of low 
blood-pressure the pressor effect of nicotine may be 
greatly augmented at a time when epinephrin pro- 
duces little or no result. Exactly similar reactions 
were found in peptone shock. Low blood-pressures 
from hemorrhage are sharply distinguished from the 
above by the fact that in them, while the effect of 
nicotine may be exaggerated, that of epinephrin 
remains unchanged. 

It was suggested in connection with the study of 
anaphylactic shock that the augmented action of 
nicotine in that condition was due largely if not 
entirely to its effect on respiration. Further obser- 
vations on this point are reported by the author, 
partly because they may have some bearing on the 
question of the effect of respiration on blood- 
pressure, and partly because they may find practical 
application in the treatment of certain forms of 
shock. 

The technique employed was as follows: The 
animals were anesthetized with ether. A cannula in 
the carotid or femoral artery was connected with a 
mercury manometer. A second cannula in the 
femoral vein was connected with a burette con- 
taining physiologic salt solution with a pinch-cock 
on the rubber connection immediately above the 
cannula. Standard doses of nicotine (1 ccm. of 
1:4,000 solution) and of epinephrin (1 ccm. of 
1:20,000 solution) were administered by inserting 
the needle of the syringe into the rubber tube 
immediately above the pinch-cock. After being 
injected into the tube, the drug was quickly and 
completely washed into the vein with from 6 to 8 
ccm. of salt solution. 

Simond’s study seems to demonstrate that the 
condition of low blood-pressure due to anaphylactic 
shock and peptone poisoning is characterized by 
absence or marked diminution of the reaction to 
epinephrin, and an exaggerated response to nicotine. 
It would appear that there is a condition of reduced 
irritability on the part of the vasomotor center, and 
that the increased reaction to nicotine is largely 
mechanical, resulting from the effect of the drug 
on respiration. ‘The dyspnoea so produced causes 
suction on the overfilled non-collapsible veins of 
the liver and brings sufficient blood to the under- 
filled right side of the heart and ultimately to the 
systemic vessels in which the pressure is raised. 
It is suggested that in cases of shock in man, asso- 
ciated with low blood-pressure not due to hamor- 
rhage, the artificial production of dyspnoea or the 
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voluntary increase of the rate and depth of respira- 
tion by the patient may lead to improvement. 
GeorcE E. BEILBy. 


Henschen, K.: Reinfusion of Blood from the 
Thoracic and Abdominal Cavities After Severe 
Heemorrhages. Zentralbl. f. Chir., 1916, No. to. 


During the last two years the author has en- 
deavored to discover if it was possible in cases of 
severe hemorrhages into the thoracic and abdom- 
inal cavities to reinfuse the blood remaining fluid 
in these cavities into the blood-vessels of the pa- 
tient. Contrary to what may be believed this re- 
infusion did not cause any damaging influence on 
the whole organism inasmuch as it gives to it not 
only healthy and functioning erythrocytes but a 
notable quantity of serum as well. 

The technique is simple. The fluid blood is 
drawn off by a metallic paraffinated ladle and filtered 
through a piece of sterile gauze impregnated with 
liquid paraffin; and is gathered into a glass recep- 
tacle having the internal surface paraffinated. To 
still better prevent any subsequent coagulation, 
citrate of soda is added in the proportion of 0.2: 
roo ccm. By means of an ordinary transfusion 
apparatus the blood after being diluted with 
physiologic solution or Ringer’s fluid, is injected 
into the veins of the patient. The few cases treated 
thus by Henschen, by their favorable exit invite 
further study and application of the method. 

W. A. BRENNAN. 


Kahn, A.: An Apparatus for the Direct and Con- 
tinuous Transfusion of Blood. Med. Rec., 
1916, xc, 675. 

The author describes an apparatus which he has 
devised with the view of simplifying transfusion by 
the syringe method. 

The advantages claimed over the hitherto de- 
scribed methods and devices are that there are no 
rubber parts, the instrument being entirely of metal; 
there are no joints to harbor infection or possible 
favorable localization for clotting. The instru- 
ment is simple in construction and requires no special 
technical knowledge to use it. It can be operated 
if necessary by one man. 

The apparatus consists of a crossbar or gallows 
placed upon two upright rods. The crossbar is 
made fast to one of these upright rods at one end, 
and at the other is slotted so that it can be widened 
or shortened at will, thus graduating it to a table of 
almost any width. The two vertical rods holding 
the crossbar are held in two clamps respectively, 
one at each side so that they can be fastened firmly 
by hand screws to the table. The gallows is grooved 
in two places; the grooves being made for a spring 
slot which closes on the neck of the needle. The 
needles are about six inches long and are so curved 
that the point of the needle is nearly at right angles 
to the head. The caliber of the needle is made just 
snug enough for the insertion of the tip of a record 
syringe at its top or a metal stopper of the same 


diameter. The needle is held firmly in the slot. 
For continuous transfusion four needles are used. 
Lucian H. LAnpry. 


a ~ A. J.: The Kimpton-Brown Method of 
Blood-Transfusion. Indianapolis M. J., 1916, 
xix, 485. 


The author, after performing transfusion on about 

twenty-five or thirty dogs, reports eight cases of 
transfusion successfully carried out on the human 
with the Kimpton-Brown tube. 
’ He deviates a little from the original in the 
method of preparing the tube, by leaving the tip or 
outlet of the Kimpton-Brown tube uncoated with 
paraffin, as this tends to clotting by reducing the 
caliber of the already small outlet. As a substitute 
for the paraffin, he places two cubic centimeters of 
sterile liquid vaseline in the tip before it is inserted 
into the vein of the donor. Luctan H. Lanory. 


Levison, C. G.: The Present Status of Blood Extract 
Coagulants and_ Blood-Transfusion. Mil. 
Surgeon, 1916, xxxix, 625. 

Levison recommends transfusion as a pre-opera- 
tive measure in chronic jaundice and in patients who 
have suffered from slow hemorrhage. In advanced 
carbon monoxide poisoning and advanced surgical 
shock transfusion is valueless. 

In hemorrhagic blood diseases such as purpura 
hemorrhagica, hemophilia, and melena neonatorum 
he states that transfusion is at times very effec- 
tive, but in chronic and pernicious anemias it 
has achieved no important results. 

Injections of from 10 to 30 ccm. of whole blood is 
almost a specific i in melzna neonatorum. 

Intravenous injections of gelatin and gum acacia 
afford excellent substitutes for the loss of blood as 
a result of hemorrhage and should be more generally 
employed. 

Injections of whole blood intramuscularly are 
more effective than horse serum in controlling bleed- 
ing, but local applications of horse and rabbit serum 
may at times be effective in controlling bleeding if 
human serum is without effect. 

Kephalin and coagulen are of great importance for 
their local effects as hemostatics. Kephalin acts 
almost specifically when applied locally to the 
wounds of hemophilics. 

Levison prefers Unger’s modification of Linde- 
man’s method on account of its simplicity and ease 
of employment, but he also recommends the Lewi- 
sohn method, and the use of the Kimpton-Brown 
tube. ALBERT EHRENFRIED. 


Vincent, B.: Blood-Transfusion with Paraffin- 
coated Needles and Tubes. Surg., Gynec. & 
Obst., 1916, xxiii, 621. 


The author has used a glass tube or flask with a 
paraffin coating which inhibits the coagulation of 
blood and allows ample time to transfer it from 
donor to recipient. 

The tube is a cylinder with a capacity of 300ccm., 
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the upper end of which is closed with a rubber cork. 
About 3 cm. below the end is a side opening where 
connection is made with a bulb syringe, which 
is used to express the contents of the tube. The 
lower end of the cylinder terminates in a glass tip, 
through which the blood enters and leaves the tube; 
about 2 ccm. above the end of the tip is a ground- 
glass joint by means of which a tight connection can 
be made with the needle. 

The needle is 6 cm. long and consists of a shaft 
and a socket of about equal length. The socket, 
which is the special feature of the needle, is made 
of an unusual depth so that there is no contact 
between the needle and that portion of the glass tip 
which projects into the socket below the ground- 
glass joint. The needle is made in two sizes, num- 
ber 14 and 16 gauge. 

The tubes are cleansed with hot water, wrapped 
in a towel with the cork and a short piece of rubber 
tubing and sterilized and dried in the autoclave. 
The process of coating the tubes with paraffin is 
then carried out under aseptic conditions. The 
commercial article sold under the name of “paro- 
wax’”’ serves all practical purposes. 

The needles are cleansed, dried, and heated until 
sterile in a dish of melted paraffin. With sterile 
forceps a needle is then taken from the dish and the 
excess of wax is removed by shaking or by blowing 
air through the needle with a bulb syringe during 
the process of cooling to prevent the formation of a 
plug of wax in the lumen. 

In most transfusions the veins of the donor are 
large and easy to puncture with the needle, while 
the veins of an anemic recipient are apt to be 
small and hard to locate. For this reason it is 
usually advisable to take the blood from the donor 
into the tube by means of the needle, then dis- 
connect the needle from the tube and inject the 
blood into the recipient through the glass tip which 
is inserted directly into a small vein previously ex- 
posed by skin incision. 

The average transfusion requires at least 600 ccm. 
of blood. In most cases, if a haematoma does not 
form around the vein, it is possible to take two and 
sometimes three tubes of blood from the same vein 
by reinserting the needle through the original skin 
puncture. It is not necessary to use a fresh tube 
and needle for each transfer of blood. If cleansed 
immediately with cold salt solution, they may be 
employed a second or even a third time in the 
same transfusion. A single tube and two needles 
usually suffice for a transfusion, although one 
should always be prepared with at least two coated 
tubes and extra needles. 

This needle and tube method without incision 
applies especially well to the infant with an open 
anterior fontanelle where the blood is injected into 
the superior longitudinal sinus. 

One-half a tube or 150 ccm. of blood is sufficient, 
as the amount required to transfuse these cases 
varies from go to 120 ccm. 

The chief disadvantage of this method of trans- 


fusion lies in the preparation of the needles and 
tubes, but this process is not difficult and may be 
done in advance. The coated needles and tubes 
can be kept indefinitely and are always ready for 
immediate use. In practice the method is certain 
and flexible. The combination of needle and tube 
allows the surgeon to make a choice of procedures 
to suit his own operative experience and the need of 
the individual case. The tube with open incision 
is a sure method for any transfusion and, under 
favorable conditions, the use of the needle with the 
tube simplifies the operation. Epwarp L. Cornett. 


Lewisohn, R.: The Importance of the Proper 
Dosage of Sodium Citrate in Blood-Trans- 
fusion. Ann. Surg., Phila., 1916, lxiv, 618. 


On account of its simplicity, the citrate method of 
transfusion of blood will unquestionably become the 
generally adopted method, provided there are no 
real objections to its use. The author believes that 
it is absolutely safe. He advocates the use of 
0.2 per cent sodium citrate, which is the minimal 
dosage. There have been a number of objections 
raised to its use both on theoretical and experi- 
mental grounds. The chief of these is its toxicity. 
The author has used the citrate method in 75 
transfusions with no sign of a toxic effect. Linde- 
man has given as much as 1,800 ccm. at one time. 
If such quantities of blood were mixed with 1 per 
cent citrate, the result would undoubtedly be 
injurious to the patient. It seems that about 5 gm. 
of sodium citrate can be introduced into an adult 
without any risk. If a 0.2 per cent dosage were 
used, it would allow the administration of as much 
as 2,500 ccm. of blood, or more than is ever utilized 
at one time. The chill following transfusion is 
just as likely to occur in cases in which the uncitrated 
blood has been used, or in about 30 per cent of trans- 
fusions. 

It has been claimed that the citrate may affect 
the microscopical elements of the blood, but micro- 
scopic examination does not bear out this conten- 
tion. Experimentation shows that 0.15 per cent 
mixtures will stay fluid for at least two days. The 
slightest error, however, under this amount will 
cause rapid coagulation. For that reason the 0.2 
per cent mixture was suggested. There is no 
objection to the use of slightly larger doses as 
advocated by Garbat (0.25 per’ cent), Carter 
(0.3 per cent), and Agote (0.25 per cent). 

It is very important to use a large needle in col- 
lecting the blood, as citrate and blood mix only after 
the blood has left the needle. For the same reason, 
care should be taken that the position of the cannula 
in the vein allows the blood to flow freely. 

From the work of Ottenberg and others, it appears 
that the coagulation time of the recipient’s blood 
is not materially altered. ‘The time may be shortened 
very markedly immediately after the transfusion, 
but after twenty-four hours it has returned to its 
previous level and experience has shown that it is 
never lengthened. GATEWOOD. 
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Freund, H. A., and Mayer, W. D.: Consideration of 
Recent Methods of Transfusion with Indica- 
tions and Technique. J. Mich. St. M. Soc., 
1916, xv, 576. 

In discussing the advances which have been made 
in the technique of the performance of transfusions, 
the methods of Carrel, the use of cannulas, as 
devised by Crile and Elsberg, the jugular vein 
method of Soresi, the Kimpton-Brown paraffinized 
tubes, and the syringe method of Lindeman are 
noted. Mention is made of the apparatus described 
and used by Freund, and a description in detail is 
given of the sodium citrate method devised by 
Lewishon. The Unger apparatus is also described. 
As to the occurrence of temperature reactions fol- 
lowing citrate transfusion, various theories are given 
for these reactions: (1) antigen-antibody combina- 
tions; (2) increased trypsin and antitrypsin con- 
tent of the blood; (3) the formation of a new 
protein in the blood. Mention was made of the 
amount of blood transfused and also the indica- 
tions for transfusion. The amounts of blood men- 
tioned were 70 ccm. for an infant, 400 to 800 ccm. 
for an adult; the average transfusion for an adult 
being about 500 ccm. Excessive amounts are 
likely to cause pulmonary oedema and cardiac dila- 
tation. 

The indications for transfusions were those for- 
merly published by Ottenberg and Libman. 

The importance of transfusion in bleeding gastric 
and duodenal ulcers, typhoid hemorrhage, ectopic 
gestation, pernicious anemia, hemophilia, and 
transfusion preliminary to operation upon patients 
with uterine fibroids and hypernephromata, which 
had bled previously is emphasized. The importance 
of preliminary agglutination and hemolytic tests 
upon the blood of the donor and the recipient are 
discussed. In emergencies, a parent, brother, or 
sister may be used as a donor, if it is impossible to 
perform the usual tests. In hemorrhage in the new- 
born, the mother’s blood may be used with prac- 
tically no risk. The untoward results where the 
tests are not made, are hematuria, development of 
jaundice, pulmonary oedema, urticaria, petechial 
eruptions, convulsions, or even sudden death in the 
recipient. The rare condition of phagocytosis of the 
transfused red blood-cells by the recipients leuco- 
cytes is noted and also the importance of a Wasser- 
mann test on all donors. The authors report ten 
cases of transfusion. 


BLOOD AND LYMPH VESSELS 


Lusk, W. C.: Two Cases of Thoracic Aneurism 
Wired Four Years and Thereabouts Ago Re- 
spectively. Ann. Surg., Phila., 1916, lxiv, 680. 

The author reports two cases of thoracic aneurism 
upon which the Moore-Corradi operation of wiring 
with electrolysis was performed over four years ago. 

In the first case seventeen feet of No. 29 gold 

“clasp” wire was used and in the second twenty-two 

and one-half feet of the same wire. In each in- 


stance the operation was followed with active anti- 
syphilitic treatment and the patient was much im- 
proved. The pain which was present almost con- 
stantly before the operation, was relieved and was 
experienced after operation only upon comparatively 
heavy exertion. 

The author emphasizes the importance of follow- 
ing the operation with active antisyphilitic treat- 
ment and thinks the best results are obtained only 
when mercury and potassium iodide are admin- 
istered several months before giving one of the 
salvarsan preparations. 

In wiring the best result is obtained when the 
wire is so introduced as to bring as much as possible 
in contact with the wall of the aneurism. This 
permits the clot produced by the electrolysis to 
come in contact with vitalized tissue from which it 
it can become organized. The clot is most likely 
to form in the aneurismal recess where the blood 
current is slowed to a greater extent than else- 
where. 

Contact with a greater portion of the wall of the 
aneurismal sac is secured by bending the wire in 
undulating curves and then shaping it to form a 
series of loops, one smaller than the diameter of the 
sac being interposed between two larger loops. 

Joun W. Turner. 


Teacher, J. H., and Jack, W. R.: Aneurism of the 
Hepatic Artery; Rupture of Liver; Periarteritis 
Nodosa. Glasgow M. J., 1916, lxxxvi, 277. 


Aneurism of the hepatic artery is a rare condition 
and ends by rupture and fatal hemorrhage. Where 
the aneurism is embedded in the liver, traumatic 
rupture of the liver takes place. A case is given in 
detail as follows: 

’ The patient, a male, aged 43, a tobacconist, had 
complained of swelling of the feet, breathlessness, 
and palpitation for the past month. He had an 
excessive appetite for meat, took little exercise, and 
smoked incessantly. Specific history was denied; 
past history was negative. The first symptoms 
began 18 months ago but yielded to treatment. 

The temperature was 99° F., pulse 116, respira- 
tions 42 with orthopnoea. ‘The systolic blood-pres- 
sure was 230 with rhythmic beats but unequal force. 
Cardiac dullness increased, the apex beat being two 
inches outside the nipple line in the sixth interspace 
and the right border at the right edge of the sternum. 
— were no murmurs although the sounds were 
weak. 

The chest was negative except for numerous dry 
rales at both bases. The liver was palpable one 
inch below the right ribs and the right lumbar region 
was dull, tense, and painful. There was no jaun- 
dice, no splenic enlargement, and no gastric or 
intestinal hemorrhages. 

The nervous system showed no abnormality. 
The urine showed abundant albumin and some casts 
with specific gravity 1,021 and 24-hour specimen of 
20 ounces. 

The clinical diagnosis was cardiorenal disease. 
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A complete postmortem examination showed 
dilatation of the left ventricle of the heart, atheroma, 
and thickening of the aorta and abdominal vessels. 

The liver showed three small ruptured aneurismal 
sacs, one of moderate size in ‘the left lobe and two 
small ones in the right lobe. In each the liver 
substance was ruptured and the clot covered by 
Glisson’s capsule. There was a moderate-sized 
free clot in the upper abdomen. 

The right kidney showed marked hydronephrosis 
while the left showed a late stage of subacute 
nephritis. 

After a complete detailed microscopical examina- 
tion the conclusion was that the condition was a com- 
paratively acute disease of the small arteries affect- 
ing chiefly the branches of the hepatic artery and in 
a few instances producing aneurism. 

A review of the literature shows 40 cases of 
aneurism of the hepatic arterv, 24 being extra- 
hepatic and to intrahepatic, the remainder not 
being stated. 

In some cases there are no symptoms referable 
to the liver, in others there is pain, jaundice, and 
hemorrhage. The pain resembles that of biliary 
colic while the haemorrhages are gastric or intes- 
tinal. 

Fever is usually present with exacerbations cor- 
responding to the height of pain paroxysm. ‘The 
condition is usually diagnosed as cholelithiasis or 
duodenal ulcer. 

The etiological factors are probably syphilis, 
gall-stones, infective embolism, and liver abscess. 

P. M. CHASE. 


Schwieker, H.: Operative Treatment of Aneurisms 
in War (Operative Behandlung der Kriegsaneurys- 
men). Deutsche Ztschr. f. Chir., 1916, cxxxvi, No. 6. 

Schwieker reports upon 17 cases of war aneurisms. 
Of these 5 were of the arteria femoralis; 6 of the 
arteria tibialis posterior; 3 of the arteria poplitxa; 
and one each of the arteria subclavia, arteria carotis 
communis, and arteria carotis externa. 

While suture of the injured vessel is the most im- 
portant aim; yet owing to the much torn vessel wall 
suture is often technically impossible. In such cases 
there need be no fear of a complete ligature of the 
involved vessels. It can be executed without fear 
of subsequent gangrene. Vascular suture was 
executed by the author in only two cases; in one 
case with success and in the other with a subsequent 
infection which could not be overcome and which 
necessitated a later amputation. 

He was obliged to amputate one case but on the 
whole his results were favorable. W. A. BRENNAN. 


Dreyer, L.: Testing Out of the Henle-Coenen Sign 
Upon a Side Branch of the Artery (Pruefung 
des Henle-Coenen’sche Zeichens an einem Seitenast). 
Zentralbl. f. Chir., 1916, No. 42. 


At an operation for aneurism in the canal of 
Hunter the author endeavored to avoid the aneurism 
proper and proceeded as follows: Proximal to the 


Central section of artery. 


Hopfner clamp. 


Aneurismal sac. 


Hopfner clamp. 


Peripheral section of artery. 


Lateral branch. 


Reflex hemorrhage is evidence of suffi- 
ciency of collaterals. 


aneurism he laid bare the vessels and clamped off 
the femoral artery; then the vessels in the popliteal 
space were isolated, and a side branch running from 
the popliteal artery was severed, and as upon severing 
arterial blood escaped from the proximal end of the 
cut branch simultaneously with the clamping off 
the femoral artery he felt justified in applying the 
simple ligature to the femoral artery proximal to 
the aneurism and to the popliteal artery distal to the 
aneurism. This showed that the collateral circu- 
lation was well established. 

Not the slightest nutritional disturbance set in. 
The patient was able to leave bed on the eighth day 
and was able to walk freely. 

Whether this sign will be of value in other cases 
remains to be determined but it seems advisable 
to test it out further. L. A. JUHNKE, 


Bertein, P.: Immediate Spontaneous Obliteration 
of the Large Limb Arteries in War Wounds (Les 
oblitérations spontanées et immédiates des grosses 
artéres des membres dans les plaies des guerre). 
Presse méd., 1916, p. 581. 


In time of peace in industrial accidents one 
frequently encounters severe injuries of the limb 
where a sectioned surface does not bleed owing to 
the immediate haemostasis of the larger vessels. 
Similarly in war surgery many cases are seen in 
which a gunshot has torn off an arm or leg and the 
stump does not bleed profusely, or even in cases 
where the limb remains but the vessels are grossly 
injured. Thus in a shoulder fracture case ob- 
served by the author in which he practiced a scapulo- 
humeral disarticulation he found that although the 
axillary artery had been sectioned there was no 
need of ligature because there was a perfect union 
of its walls which created a complete obstacle to the 
flow of blood. : 

There are two varieties of arterial obliteration 
which the author distinguishes, i.e., those due to 
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section of the vessel as distinct from those due to its 
contusion. These raise different pathogenical and 
clinical problems which the author illustrates by 
quoting some observed cases. 

From his experience the author is of the opinion 
that in cases of vascular sections where there is 
comparatively slight haemorrhage this effect is due to 
a mechanical action somewhat analogous to that 
of operative torsion of the vessel; the projectile 
when it strikes the arterial wall first ruptures the 
internal coat which is more fragile and secondarily 
ruptures the external coat. The internal coat 
shrivels up in the lumen of the vessel, and the blood 
coagulum in contact with the débris forms a clot 
which causes an obstacle to the blood-flow and 
which progressively becomes more solid. 

In verified cases of spontaneous haemostasis the 
author believes that the ends of the sectioned vessel 
should be ligatured. He does not believe that the 
surgical rule which calls for double ligature in the 
case of sectioned vessels should be departed from 
in cases which are merely exceptional. 

Spontaneous hemostasis after section is especially 
observed in injuries of the upper limbs; spontaneous 
hemostasis after contusions are more often seen in 
the lower limbs. The reason is that a clot cannot 
habitually form in a ruptured femoral artery because 
its caliber is too large. The absence of spontaneous 
hemostasis after arterial contusions in the upper 
limb is perhaps only apparent. 

The author discusses the effects due to spontane- 
ous obliteration after arterial contusions in the lower 
limbs. W. A. BRENNAN, 


Lower, W. E.: Hemangioma Cavernosum; Report 
of a Case. Surg., Gynec. & Obst., 1916, xxiii, 591. 


Hemangioma cavernosum is differentiated from 
other conditions which it simulates, such as angioma 
and nevus. True hemangiomata are distinguished 
by large vascular spaces lined with endothelium and 
filled with blood. These cysts are found in situa- 
tions corresponding to the embryonic lines of fusion, 
as the facial or branchial clefts. The mass is fed 
by a single artery and discharges its blood into the 
dilated veins. 

The hemangioma cavernosum may be recognized 
by its purplish color and by the fact that pressure 
will cause it to decrease in size. When the pressure 
is removed, the cyst will return to its former size. 
It is encapsulated and palpable, and it pulsates. 
Treatment is by complete extirpation. 

The author reports a case of his own in a babe of 
four months, who had a mass on the right side of 
the neck from birth. Upon its entrance to the 
hospital, the cyst was the size of a large lemon. It 
extended from beneath the scapula and clavicle 
almost up to the ear. It had all the characteristics 
of hemangioma cavernosum. By sharp dissection 
it was removed intact. The cyst was found to be 
fed by the subclavian artery. 

The pathological and microscopic findings are 
given in considerable detail in the original. 


POISONS 


Bacri: Treatment of Established Tetanus by 
Antitetanic Serum in Massive and Repeated 
Doses (Traitement du tetanos confirmé par le 
sérum antitétanique 4 doses massives et répétées). 
Bull. Acad. de méd., Par., 1916, \xxvi, 316. 


Bacri thinks that antitetanic serum has a marvel- 
ous effect if administered in the initial stages of 
tetanus; in fact he is convinced that it has a curative 
value in tetanus in any stage even where no pro- 
phylactic doses have been given. He has treated 
13 cases and all have recovered. The total hypo- 
dermic dose has varied from 160 to 420 ccm. An 
injection of from 50 to 60 ccm. is made once daily 
for six days. 

The treatment should be instituted on the first 
appearance of trismus and carried on in spite of any 
apparent benignity of the disease — no other medi- 
cation should be employed. Massive and repeated 
injections of antitetanic serum prevent the grave 
results of tetanus; they reduce the duration of the 
disease; they make early alimentation possible. 

W. A. BRENNAN. 


Colombino, S.: Are There Tetanus Bacillus Car- 
riers? (Existe-t-it des porteurs de bacilles du téta- 
nos)? Bull. et mém. Soc. de chir. de Par., 1916, xiii, 
2013. 

Colombino while making bacteriologic examina- 
tions in the cases of wounded men who had received 
preventive antitetanic injections but had not shown 
any tetanus, found not alone spores but more or less 
frequently the tetanus bacillus itself. He thinks, 
therefore, that there are tetanus bacillus carriers 
among the wounded and that the presence of such 


-is a distinct danger of tetanic infection to the 


wounded in their vicinity. He thinks, moreover, 
that prior to a surgical operation on any wounded 
man in a military hospital an antitetanic injection 
should be made. 


In the discussion the majority did not favor the’ 


adoption of the proposal. W. A. BRENNAN. 


SURGICAL DIAGNOSIS, PATHOLOGY AND 
THERAPEUTICS 


Hamilton, H. C.,and Rowe, L. W.: Pituitary Stand- 
ardization. J. Lab. & Clin. Med., 1916, ii, 120. 


The authors contrasted the effect of pituitary 
extract on the isolated guinea-pig uterus and on the 
blood-pressure with the idea of pituitary standardiza- 
tion. They concluded that neither method in 
its present form is ideal as a means of standardiz- 
ing pituitary extracts. Too few specimens of the 
guinea-pig uterus are sufficiently uniform in their 
reaction to the hypophyseal extract to be of service 
for accurate standardization. According to the 
authors the pressor test is a fairly accurate measure 
of pituitary activity, is not an illogical indicator of 
oxytocic value, and is free from some of the ob- 
jectionable features of the uterine method. 

Max Kangn. 
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EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Tanberg, A.: The Relation Between the Thyroid 
and Parathyroid Glands. J. Exp. Med., 1916, 
XXiV, 547. 


The author calls attention to the fact that al- 
though the thyroid and parathyroid glands are gen- 
erally regarded as independent organs, numerous 
observations seem to indicate a functional co- 
operation between them. These views are based 
essentially on the microscopic changes that take 
place in one of the glands after entire or partial 
extirpation of the other. Although both glands 
under normal conditions present different and char- 
acteristic structures, they may, the author states, 
especially the thyroid gland, under various experi- 
mental conditions, undergo structural changes. 

Before reporting his experiments Tanberg de- 
scribes the changes that may occur in the thyroid 
that has not been subjected to surgical procedure. 
He also describes the changes that occur in the thy- 
roid and parathyroid glands after meat diet and 
the appearance of the thyroid gland after para- 
thyroidectomy and the appearance of the para- 
thyroid gland after thyroidectomy. From his 
study and observations, he draws the following 
conclusions: 

1. Excessive meat diet develops hypertrophy of 
the thyroid gland. A definite hypertrophy of the 
parathyroid gland under the same conditions has 
not been established, and a meat diet does not de- 
velop hypertrophy of the thyroid gland when 
insufficiency of the parathyroid gland exists at the 
same time, even if no clinical symptoms are present. 
Where a pronounced hypertrophy caused by a 
meat diet has already developed, the hypertrophy 
disappears and the gland assumes its ordinary ap- 
pearance after extirpation of a sufficiently large 
number of parathyroid glands. 

2. After parathyroidectomy no hypertrophy of 
the thyroid gland takes place. In chronic tetany 
the thyroid gland seems, on the contrary, the author 
states, to atrophy in spite of a meat diet. 

3. After complete extirpation of the thyroid gland 
the parathyroid gland does not change its structure, 
even in cases where the cachexia lasts for several 
years, the author believes, but small remaining parts 
of the thyroid gland may through hypertrophy de- 
velop into compact tissue and thereby seemingly 
present some points of resemblance to the para- 
thyroid gland. 

When the parathyroid gland hypertrophies, as 
in some forms of chronic tetany, this hypertrophy 
is characterized by the development of large, trans- 
parent, sharply defined cells, with large nuclei rich 
in chromatin. - 

The parathyroid and thyroid glands are independ- 
ent organs, each having specific functions. This, 
however, according to the author, does not exclude 
the occurrence of a direct or indirect interaction in 
the functions of the two systems. 


The author believes that there is reason to believe 
that an insufficiency of the parathyroid gland checks 
to some extent the function of the thyroid gland. 
No proof of the existence of a vicarious co-operation 
between the two glands, he states, has been 
established. E. BEILBy. 


Ducceschi, V.: Subdiaphragmatic Section of the 
Pneumogastrics in Some Diseases of the 
Stomach (La seccion subdiafragmatica de los 
pheumogastricos en algunas enfermedades del 
estomago). Prensa méd. argent., 1916, iii, 166. 


The effects noted after experimental section of 
the pneumogastric nerves in animals vary accord- 
ing to different authors and the conclusions are 
contradictory. 

The author has practiced subdiaphragmatic 
section of the vagus in four dogs previously operated 
upon for gastric fistula. He studied the digestive 
action of the stomach before and after the neurec- 
tomy. The section of the vagus was accompanied 
by the extirpation of the greater part of the gastric 
filaments of sympathetic origin. 

As the effect of this nerve isolation of the stomach, 
Ducceschi observed that during the first two weeks 
there was a retardation in the time of digestive 
evacuation and a diminution of the motor activity, 
especially during fasting periods; moreover, a 
certain degree of deficiency in the chemical pro- 
cesses was observed. After this first period the 
digestive action returned to a condition approximat- 
ing normal. No gastric dilatation was observed, 
nor lesions of the mucosa. 

The author says that nerve mechanisms con- 
stituted probably by the ganglionary apparatus of 
Openchowski exist in the stomach wall which de- 
termine and regulate its most important functions. 

The result of the investigation according to the 
author authorizes the surgeon to practice nerve 
isolation of the stomach in patients with grave 
lesions of this organ referable to a gastroneurosis 
(such as painful crises, generalized hypertony, and 
pyloric spasm), when the symptomatology is very 
marked and medical treatment has shown itself 
insufficient; also in forms of permanent hyper- 
secretion and in some forms of Reichmann’s disease. 

W. A. BRENNAN. 


Lamson, P. D.: The Role of the Liver in Acute 
Polycythemia; Further Observations on the 
Effect of Shutting Off the Arterial Blood Sup- 
ply to the Liver, the Reaction of the Normal 
Animal to Epinephrin, and Removal of the 
Liver from the Circulation. J. Pharmacol. & 
Exp. Therap., 1916, ix, 129. 

In a previous paper the author concluded from 
his own experiments there reported that the liver 
is the organ in which the processes take place by 
which the number of erythrocytes per unit volume 
of blood is suddenly increased in acute epinephrin 
polycythemia. It has, therefore, been his purpose 
in this paper to give further experimental evidence 
in support of this view of a new liver function. 
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In carrying out these experiments, polycythemia 
was produced by injecting in all cases, epinephrin 
in doses of 0.9 mg. per kilo body weight in the 
femoral vein. 

The author’s experiments showed that when the 
liver was functionally removed from the circulation 
by shunting the portal blood around it by means of 
an Eck fistula, and ligating the hepatic artery, the 
intravenous injection of epinephrin caused no in- 
crease in the number of erythrocytes per unit 
volume of blood. 

They further showed that ligation of the hepatic 
artery, previous to the injection of epinephrin, 
prohibits the increase in the number of erythrocytes 
which normally occurs after the intravenous injec- 
tion of this substance, and that removal of this 
ligature some time after the injection is followed by 
an increase in the number of erythrocytes often as 
great as though a second dose of epinephrin had been 
injected into the animal. 

This failure of the animal to respond to the intra- 
venous injection of epinephrin by an increase in the 
number of erythrocytes when the hepatic artery is 
previously ligated, is explained in the following 
manner: 

1. It is probably not due to the reduced oxygen 
supply to the liver, he states, as other processes 
which are dependent upon the presence of oxygen, as 
the transformation of glycogen to sugar, the forma- 
tion of bile, and the secretion of phenoltetra- 
chlorphthalein by the bile, take place when the 
arterial blood supply to the liver is shut off. 

Nor does he believe it to be due to the lack of 
high arterial pressure in the liver, as polycythemia, 
he states, is quite independent of the blood-pressure, 
and as the injection of epinephrin into the portal 
vein when the hepatic artery is ligated is immediately 
followed by a marked increase of erythrocytes per 
unit volume of blood. 

From these facts he concludes that the failure of 
the animal to respond to the intravenous injection 
of epinephrin by an increase in the number of 
erythrocytes when the hepatic artery is ligated is 
due to epinephrin not reaching the liver in sufficient 
concentration to bring about this phenomenon, on 
account of having first to pass a capillary area. 

The author reports in this paper further observa- 
tions on the effect of the intravenous injection of 
epinephrin in varying doses in cats and dogs, and 
offers his experiments as further evidence that the 
liver is the organ in which the processes take place, 
by which the number of erythrocytes per unit 
volume of blood is increased in acute epinephrin 
polycythemia. Georce E. 


Carrel, A., and Hartmann, A.: Cicatrization of 
Wounds; the Relation Between the Size of a 
Wound and the Rate of Its Cicatrization. 
J. Exp. Med., 1916, xxiv, 429. 


In the course of experiments made by Carrel in 
1908 at the Rockefeller Institute certain relations 
existing between the size of a wound and the rate of 
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cicatrization were studied. The experiments 
showed that the rate of repair was greater at the 
beginning than at the end of cicatrization, and 
depended not on the age of the wound but on its 
size, being directly proportional to it. The object 
of the experiments reported in the present paper 
was to find a technique by which the size of a wound 
could be measured accurately, to ascertain whether 
the curve representing the cicatrization was geo- 
metric in form, and to study the relations between 
the size of a wound and the velocity of repair, as 
well as the relative importance of the processes of 
contraction and epidermization. 

The experiments were made in the following man- 
ner: In the sternal region or in the anterior abdom- 
inal region of anesthetized guinea pigs and cats, 
wounds were obtained by the resection of a strip 
of skin geometric in form. In order that the edges 
of the cicatrix might be seen distinctly, animals 
with a black skin were used, or the edges of the 
wound made on white animals were tattooed with 
India ink. The skin of the cat and, as has been 
previously noted by the author, of the dog not being 
adherent to the aponeurosis, errors occurred in the 
measurement, if, in consecutive observations, the 
animal was not placed in an identical position. 
The guinea pig was generally employed because the 
skin of the abdominal wall of this animal is more 
adherent to the aponeurosis than that of the cat or 
dog. In human beings wounds of regular shape were 
selected, located on patients confined to bed. 
When both the wound and the cicatrix were to be 
studied, cases were chosen in which the outer edge 
was well colored and easily discernible from the 
surrounding skin. Observations were also made on 
the healing wounds of soldiers. 

The wounds observed by the authors, which 
observations were made on men and on guinea pigs, 
were in a condition of slight infection and healed 
both by contraction and by epidermization. 

The curves representing the progress of cicatriza- 
tion in these experiments assumed a geometric 
appearance. It seemed probable to the authors, 
therefore, that the relation between the size of a 
wound and the rate of repair might be expressed 
mathematically. 

The regularity of cicatrization depends, the 
authors state, in a large measure on the bacteriologic 
condition of the wound, and the more aseptic the 
wound, the more regular the curve of cicatrization. 
In the first experiment the wound was aseptic during 
the greater part of the period of repair. Agar and 
bouillon, inoculated with the secretions of this 
wound, remained sterile. In the other experiments 
the wounds were slightly infected. After a wound 
was chemically sterilized the rate of cicatrization 
increased. 

When an aseptic or slightly infected wound was 
infected, the curve of cicatrization became horizontal 
or inflected upward, showing that arrest or retrogres- 
sion of the repair occurred. In the following ex- 
periment a wound accompanying a fracture of the 
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humerus had been almost completely sterilized and 
was cicatrizing normally, when a slight infection 
occurred. Cicatrization stopped and the wound 
enlarged. 

Briefly summarized the authors’ conclusions are 
as follows: 

The rate of cicatrization of a wound is greater at 
the beginning than at the end of the period of repair. 
It depends on the area rather than on the age of the 
wound. There is a constant relation between the 
size of the wound and the rate of cicatrization. 
The larger the wound, the greater is the rate of 
cicatrization. Two wounds of different size have 
a tendency to become equal. 

The rate is proportional to the area, but diminishes 
less rapidly than the area. 

The process of contraction is the most important 
factor in the repair of a wound. Epidermization 
completes the work of contraction. After the 
wound is healed, the cicatrix as a rule expands. 

The curve representing the diminution of the size 
of an aseptic wound while it cicatrizes is regular and 
geometric. GeorceE E, 


Du Nouy, P. L.: Cicatrization of Wounds; Mathe- 
matical Expression of the Curve Representing 
Cicatrization. J. Exp., Med., 1916, xxiv, 451. 


In order to study the process of cicatrization, a 
technique for measuring accurately the area of 
wounds was developed. Sterilized cellophane was 
applied to the wound and the edge was outlined with 
a wax pencil. This drawing was transferred in ink 
to an ordinary sheet of paper, and afterwards the 
area was measured by means of a planimeter, either 
the Amsler system or some other. A curve was 
obtained by carrying the area, in square centi- 
meters, in ordinates, and the time, in days, in 
abscissa. 

In many experiments made by Carrel, the author 
notes that the curve representing the cicatrization 
of aseptic wounds was of regular and geometric 
appearance, and these curves were expressed by a 
mathematical equation in function of time and 
area. 

After a large number of slightly infected wounds 
had been studied by the author, a simple extra- 
polation formula was obtained. Marked deviation 
from the calculated curve showed generally that 
infection had set in. By means of the formula the 
area of the wound after a given time could be 
foreseen. 

The cicatrization of sterile wounds, the author 
states, may be studied in the same way as an 
ordinary physicochemical phenomenon. It is pos- 
sible, therefore, he says, to express the law of ci- 
catrization by a mathematical equation as soon as 
an accurate measure of the wound can be obtained, 
and by means of the equation, a curve can be ob- 
tained which represents the theoretical evolution of 
the cicatrization of a wound. This curve, being 
an expression of what should happen on a normal 
wound, healing aseptically, on a normal man, can be 


used as a daily point of comparison to what actually 


appears on the observed wound, and allows the. 


fluctuation or cicatrization on a given individual and 
the action of different dressings and antiseptic sub- 
stances to be studied accurately. 

Georce G. BEILBy. 


RADIOLOGY 


Hesnard, A.: Treatment of Lesions of the Nerve- 
Trunks by Radiotherapy of the Nerve Cica- 
trices (Le traitement des lesions des troncs nerveux 
par la radiotherapie des cicatrices nerveuses). 
Arch. d@’élect. méd., 1916, xxiv, 305. 


Hesnard states that the method of treating nerve- 
lesions by deep radiotherapy of the nerve cicatrices 
has been little studied. The statistics of cases 
treated in this way are clearly superior as regards 
percentage of recovery and amelioration to those of 
all other methods even when applied to old lesions. 

The operative technique consists of directing very 
penetrating and filtered rays through the tegu- 
ments and perinervous adherences to the nerve 
scars, in sufficient dosage and at short intervals. 

The clinical signs manifested are those of the 
reparation of the nerve functions; there is more or 
less complete retrogression of all the symptoms and 
this occurs in a manner absolutely similar to spon- 
taneous reparation but with greater rapidity. 

Animal experimental research confirms these re- 
sults. The X-rays act especially by modifying 
perinervous adherences. The action on the nerve 
itself and on the conjunctive tissues is less evident. 
The action is shown macroscopically by a softening 
of the adherences and of the induration of the nerve 
and _ histologically by a retrogression of the or- 
ganized fibrous tissue to the embryonic state. 

The X-ray treatment is especially indicated in 
recent lesions and particularly where there are ex- 
tensive losses in the soft parts. Old lesions are 
susceptible of amelioration. All lesions treated 
surgically and showing evidence of reparation are 
amenable to X-ray treatment. 

The treatment is contra-indicated when the 
anatomical situation renders the lesion inaccessible 
or when it is made so by a bony Callus; also in old 
lesions due to complete section of the nerve without 
any signs of spontaneous reparation. There does 
not appear to be any danger. Interstitial haemor- 
rhage, secondary sclerosis, or nerve degeneration 
are dangers which appear to be more theoretic than 
real. W. A. BRENNAN. 


Hugh, W. K.: Diathermy; Its Use in Surgery. 
Med. J. Austral., 1916, ii, 289. 


The author’s experience has been limited to in- 
operable carcinomata of the mouth, fauces, larynx, 
and oesophagus and he has been more than satisfied 
with the results. The most striking effect is the 
disappearance of pain. Anyone who has not had 
experience with it would scarcely believe that a 
large, foul ulcer of the floor of the mouth or the ton- 
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sil would be replaced by a soft cicatrix and remain 
sound for months or even years. Besides definitely 
inoperable cases, all those that are on the border- 
line of possible removal by surgery should be first 
treated by diathermy. 

The following non-malignant cases have been suc- 
cessfully treated with diathermy: fibroma of the 
nasopharynx; nevi, both superficial and deep (it 
has been especially successful in pulsating nevi.) ; 
lymphangioma; papilloma of the bladder and 
larynx; senile warts; epulis. Epwarp L. CorNeLL. 


MILITARY SURGERY 


Policard, A.: The Phenomena of Proteolysis in 
War Wounds (Les phénoménes de protéolyse dans 
les plaies de guerre). Lyon chir., 1916, xiii, 647. 

The evolution of wounds is a function of two 
groups of factors: the phenomena of disintegration 
and the phenomena of neoformation of tissue. The 
former dominate the general pathology of the first 
stages of wounds. The anatomopathologic processes 
of necrosis, mortification, sphacelation, etc., should 
be included in the category of the biochemical 
phenomenon of proteolysis; that is to say, the setting 
free of large protoplasmic albuminoid molecules by 
proteolytic diastases. 

In order to activate proteolysis the best physio- 
logic means is the favoring of the presence of 
polynuclears which are essentially the best pro- 
teolylic elements. The author formulates two 
conditions for practical surgery to accomplish this 
end in treating wounds: 

1. During the initial period of the clearing of 
wounds the point to aim at is to limit proteolysis 
topographically but to extend it chemically as far 
as possible. In this period besides the utilization 
of artificial digestive fluids, lencocytary afflux can 
be favored by the employment of serums. The 
employment of antiseptics will prevent the forma- 
tion of microbian toxins without hindering leu- 
cocytary proteolysis. Absorption of intermediary 
toxic products of proteolysis will be prevented by 
lymphatic drainage (hypertonic fluids), by the 
frequent renewal of dressings, or by aspiration. 

2. During the: reconstitution period proteolytic 
phenomena should be avoided. Leucocytary afflux 
should be suppressed. Leucocyte destruction is 
preventable by avoidance of antiseptics, employ- 
ment of isotonic solutions and dry dressings. 
Proteolytic diastases can be checked by heat or 
heliotherapy. 

The author while admitting that the suggestions 
are theoretical, thinks it is for clinicians to demon- 
strate their practical value. W. A. BRENNAN. 


Jemtel, le.: Statistics of 1,000 War Operations 
(Sur une statistique de 1,000 opérations de guerre). 
Buil. et mém. Soc. de chir. de Par., 1916. xlii, 2465. 


Le Jemtel gives a summary of his personal 
statistics of operations carried out under his care 
during the two years of the war. 


The list com- 
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prises among others 225 projectile extractions; 94 
hernias; 94 severe phlegmons; 29 large resections; 
214 osteites; 10 infected brain or cranial lesions. 
The global mortality was 2 per cent. The most 
frequent causes of death were: infected lesions of 
cranium and brain, 22.2 per cent; thoracotomies, 
21.5 per cent; purulent arthrites, 17.6 per cent; 
gaseous gangrene, 14.3 per cent. In the case of 
patients sent directly to the rear for treatment, the 
percentage of mortality is considerably higher than 
in the case of men whose wounds are cleared im- 
mediately and kept under observation for some days 
before being sent to the rear hospitals. The com- 
parative mortality of these two classes is 3.14 per 
cent and 0.82 per cent, respectively. There is a 
general agreement of opinion as to the necessity of 
immediate care of the wounded at the front, and the 
figures now quoted are a very eloquent tribute to its 
efficacy. W. A. BRENNAN. 


Quénu, E.: Treatment of War Wounds; Anti- 
sepsis (Du traitement des plaies de guerre; de 
lantisepsie). Bull. ct mém. Soc. de chir. de Par., 
1916, xlii, 2278. 

Quénu dissents from the views recently expressed 
by Sencert regarding the sufficiency of surgery alone 
in the treatment of wounds without the necessity of 
antiseptics. While there is more or less general 
agreement as to the necessity for surgical inter- 
vention for the removal of foreign bodies, dead and 
dying tissues, etc., Quénu thinks that this scarcely 
justifies in all cases the rigorous execution recom- 
mended by Sencert of making large removals as in 
the case of tumors. He believes that while resec- 
tion of contused parts and removal of fragments is an 
excellent principle, it should be confined within 
reasonable limits and no greater openings made nor 
extractions sought than are obviously indicated. 

As regards antiseptics, Quénu thinks that while 
in most cases the wounded treated surgically only 
may be evacuated from the hospital in an apparently 
good state, yet in many cases within a short time 
inflammations and infectious complications will 
appear. Primary surgical disinfection in such 
cases has postponed the appearance of such com- 
plications; it has undoubtedly diminished their 
intensity but it has not suppressed them. 

Antisepsis does not consist alone in bathing a 
wound in an antiseptic fluid which pretends to be 
microbicidian. ‘To expose wounds to the sunlight, 
to douche them with warm water, to submit them to 
electric rays, to spread antibodies on their sur- 
face, to directly or indirectly excite phagocytosis; 
these are procedures to effect antisepsis. All these 
methods enter into antisepsis since they tend to 
obtain the disinfection of a septic wound; and to 
them may be added methods of treating the general 
circulation under the form of subcutaneous or intra- 
venous injections, which act on the microbes or their 
toxins. Of all such methods Quénu insists particu- 
larly on two: the method of Carrel and the serum- 
therapy of Leclainche and Vallée, from which he has 
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obtained truly excellent results. It is probable that 
future study and experience will indicate the precise 
method or technique to be used in particular cases 
or in a particular state of wound evolution, but at 
the present time the procedures are more or less 
empirical. : 

In the discussion SENCERT stated that his allusion 
to a wide removal as in the case of tumors was 
merely figurative; also that when using the term 
antiseptics he meant chemical bactericidal agents 
only. When he spoke of asepsis he had in view 
mechanical and physical means of healing the 
wound to the exclusion of chemical microbicides. 

W. A. BRENNAN. 


Tuffier, T.: Treatment of War Injuries (Traite- 
ment des plaies de guerre). Bull. et mém. Soc. 
de chir. de Par., 1916, xlii, 2452. 


Tuffier contends that sterilization of wounds is the 
most important part of their treatment. The 
suppression of infection is best effected by early 
sterilization. This can be done mechanically or 
chemically. The mechanical way is to extirpate 
the affected area totally or partially. Perhaps the 
best way of doing this is from without inward; i.e., 
where the trajectory is removed bodily with its 
content without being ripped open. It requires 
clever surgery and experience and a thorough 
knowledge of regional anatomy. 

The practical results of excisions with suturing 
are unfortunately less brilliant than Tuffier had 
hoped. He thinks that in a general way it gives 
seven to eight unfavorable results in ten reunions. 
His experience at the front leads him to express the 
opinion that excision with suture should be at- 
tempted only by those with sufficient surgical 


knowledge and with material and assistants suffi- 
cient to bring such treatment to a successful end; 
otherwise it is very difficult to avoid infection and 
its results. Moreover, no patient treated by ex- 
cision and suture should be evacuated from the 
ambulance until cicatrization is complete. Much 
trouble from infection occurs from disregarding this. 

Tuffier insists on the necessity of immobiliza- 
tion as a complementary treatment to sterilization. 
Many wounded evacuated from the ambulances 
with normal temperature and in a perfect state 
arrive at their destination only to be classed as 
“insufficiently treated, necessity for a new opera- 
tion.” The fact is that the movement and ex- 
posures inseparable from transportation have again 
activated the infective processes. 

Although personally Tuffier has generally used 
ether, he considers that Dakin’s fluid applied ac- 
cording to the Carrel method, is a powerful method 
of sterilization. In proof of.which, Tuffier states 
that he made a special examination of 170 wounded 
coming from various hospitals at the front, to the 
Auxiliary Hospital, Paris, who had not been 
treated according to Carrel’s method. All were 
infected. On the other hand in wounded treated 
by the chemical method the bacteriologic curve fell 
in from three to fifteen days to one or two microbes 
per field. There is also the very important fact 
that this chemical sterilization is not confined to 
the tissues but even the bones are rendered perfectly 
sterile and complete fractures can be closed. 

While wounds can be sterilized by mechanical 
methods alone, these are yet in the experimental 
stage. Chemical sterilization has proved itself 
efficient in the majority of cases, and of these the 
Carrel-Dakin method is the best. W. A. BRENNAN. 
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UTERUS 


Smith, E. V.: Diagnosis and Cautery Treatment of 
Carcinoma of the Cervix. Jniersi. M. J., 1916, 
xxiii, 1087. 


This report is based upon too cases of cancer of 
the cervix examined and treated in the Mayo 
Clinic between February 1, 1914, and July 1, 1916. 

The large vaginal dilator has been discarded, for 
it was noticed that there frequently occurred a 
fine linear tear of the mucous membrane of the 
vagina upon dilatation. Later these cases returned 
with implants of carcinoma in the vaginal wall in 
places corresponding to these linear tears. 

During the past year, in addition to the cauteriza- 
tion of these cases, ligation of the internal iliacs 
and one or both ovarian arteries has been done. 
This has been done not with the idea that the pro- 
cedure was of great value, per se, but in order to 
control the hemorrhages which occur in about 40 
per cent of the cases if it is not done. In 30 cases 
which have been ligated, there has been no trouble 
with postoperative hemorrhage. Until the begin- 
ning of the ligation of the internal iliacs, haemorrhage 
was a very frequent complication, occurring usually 
about the twelfth or fourteenth day after the cau- 
terization or at the time the slough was detached. 
Another postoperative complication encountered 
has been vesicovaginal fistula. Out of 100 cauteries 
there have been to vesicovaginal fistula. Of these 
10 cases only one case is draining urine at the present 
time. They have healed spontaneously with one 
exception which was closed by operation. 

The operative mortality has been 1 per cent, one 
patient having died in the hospital and that death 
was not attributed to the operation itself. 

A total abdominal hysterectomy was made on 26 
patients. The pathologists were unable to find 
carcinoma in 19 of the specimens removed, but 
found it present in the remaining 7 cases. Of the 
7 cases in which carcinoma was found at the second 
operation, it was known to be present in 5 cases at 
the time the hysterectomy was advised. It cannot 
be inferred that merely because carcinoma could 
not be demonstrated in these 19 cases that they 
were not going to have a recurrence. One patient 
of these 19 has already had a recurrence and died. 

The usual time selected for performing the 
hysterectomy has been at the end of four weeks 
after the cauterization. Thorough cauterization 
cannot be done without opening the abdomen. 

There has been much discussion as to the degrees 
of heat that should be employed. ‘There is a greater 
danger in using an iron that is too cold than in using 
one that is too hot. The average length of time of 


cauterization in the 19 cases in which no carcinoma 
was found at hysterectomy was 40 minutes. The 
iron should be hot enough so that one can very 
plainly hear the tissue fry and frequently get the 
odor of the smoke or burning tissue. In those cases 
in which the author failed to kill the carcinoma, two 
specimens showed the carcinoma present just at the 
internal os of the cervix. In many of the earlier 
cases, the cauterization was not always carried 
to the fundus of the uterus. 

Cancer is affected by the rays of radium and the 
effects of a thorough, careful cauterization and large 
doses of radium are very similar. Remarkable 
results follow both methods of treatment. The 
depth to which the carcinomatous tissue can be 
killed compares about equally, but it may be said 
that radium is the safer and less painful of the 
two methods. Both methods are dangerous in 
unskilled hands. Heat is the more practicable be- 
cause it is cheaper and always can be obtained from 
any electric light current or by the use of the com- 
mon soldering iron. Epwarp L. Cornett. 


Werner, P.: Ray-Treatment of Uterine Cancer 
(Strahlenbehandlung des Gebaermuetter-Krebses). 
Arch. f. Gynaek., 1916, evi, No. 1. 

In Wertheim’s clinic in accordance with the views 
expressed by him at Halle in 1913, only inoperable 
cancer cases and recurrences and cases in which the 
patient refuses operation or in which there are 
contra-indications are subjected to ray treatment. 

In 1914 von Graff reported on 102 such cases. 
Werner now gives the later results in these cases up 
to 1916. Of these women, 14 are still alive; 17 
could not be traced, the others had died. Deducting 
those operated subsequent to the ray treatment, 
2 originally operable cases are today in good health. 

From the result of this carefully observed large 
material Werner thinks that cancer tissue is very 
strikingly influenced by radium. But since the 
action of radium is principally exerted on the 
surface and since it does not appear to be reliable 
for the deeper tissues, the recoveries obtained, with 
few exceptions, are not permanent. Furthermore, 
the later irritative complications arising from pro- 
longed radium treatment show that there is still 
great danger. For these reasons at the Wertheim 
Clinic the rule is to operate upon all operable uterine 
cancers. 

For inoperable cases ray treatment gives invalu- 
able results. It is followed by the disappearance of 
all symptoms for a long period. Improvement of 
the general condition as well as prolongation of life 
can be obtained more assuredly than with any other 
palliative treatment. W. A. BRENNAN. 
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Clark, J. G.: Results Obtained by the Use of 
Radium in the Treatment of Cancer of the 
Uterus. Ann. Surg., Phila., 1916, lxiv, 602. 


The author reviews briefly the development of 
the surgical treatment of cancer of the uterus and 
concludes that the surgical world is still very much 
in doubt as regards the most effective method of 
dealing with this disease. In carefully selected 
cases the best series of radical operations still yields 
less than 50 per cent of recoveries. 

Clark does the radical operation in the clearly 
operable cases only and treats the others with 
radium. He has had only a limited experience with 
the Percy cautery method. During the past two 
years he has treated 44 cases of carcinoma of the 
uterus, vagina, and urethra, using 85 to 100 mg. of 
radium for twenty-four hours. 

The author gives his results in the radical opera- 
tion for both cancer of the cervix and cancer of the 
fundus. A complete list of all cases treated by 
radium is given which includes patients alive as 
long as twenty-two months after treatment. 

S. A. CHALFANT. 


Warnekros, K.: The Value of Prophylactic Raying 
After Operation for Cancer of Uterus (Ueber 
den Wert der prophylaktischen Bestrahlungen nach 
Karzinomoperationen der Gebaermuetter). Mo- 
natschr. f. Geburtsh. u. Gynack., 1916, xliv, No. 4. 


The question as to whether operable cases of 
cancer of the uterus should be operated upon or 
rayed is at present viewed in a different light at the 
different clinics. Much more uniformity of opinion 
exists as to whether the operated cases should be 
rayed or not. It has been believed that after 
the operation it is possible to destroy the few re- 
maining cancer-cells by raying and so prevent 
recurrence. From the clinical observations at hand 
the value of prophylactic raying is proven. At the 
clinic in Berlin, between 1911 and 1914, 174 cases of 
cancer of the uterus were operated upon and dis- 
charged as cured primarily. Of 119 not rayed, 66 
have died of recurrences, 2 have been lost sight of, 
and 51 are free from recurrences. ‘Therefore, 55 
per cent of the cases have had recurrences. Of 55 
cases regularly rayed, only 11 have died of recur- 
rence and 44 are still free. Only 18.5 per cent of 
these, therefore, have had recurrence as against 
55-4 per cent of those who were not rayed. The re- 
currence figure of those rayed, therefore, is only 
about one-third of the former. 

It would be a mistake in raying to give small or 
medium-sized doses, as by doing so the rays might 
stimulate the few remaining cells to increased 
activity and rapid recurrence. If sufficiently large 
amounts of radium or mesothorium are available 
the treatment of course can consist of a combina- 
tion of both, the radium or mesothorium being 
brought directly in contact with the vaginal stump 
and even per rectum. Of the 55 prophylactically 
rayed women, 31 were given the combined treatment, 
the others the X-rays alone. The rays were 
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given cutaneously and per vaginam, whereas the 
radium and mesothorium were used only per vagi- 
nam and per rectum. 

The patients were treated for six months imme- 
diately after the operation and then every six 
weeks, later at longer intervals. The time or dura- 
tion of the individual series depended somewhat 
upon the time the patient could spare. The princi- 
ple, however, was to give thé greatest amount of 
raying within the shortest period of time. 

The good results obtained so far prove the value 
of the prophylactic raying. The surgeon should 
urge each operated case to submit to prophylactic 
raying and so reduce recurrence to the minimum. 

L. A. JUHNKE. 


Kreutzmann, H. J.: Fibromyoma Uteri. Calif. 
St. J. Med., 1916, xiv, 475. 


Kreutzmann describes the treatment of fibro- 
myoma uteri from the time of Zweifel to Martin and 
concludes that the treatment of these tumors by 
surgery is a grave proceeding with serious mutila- 
tion and with marked postoperative effects, espe- 
cially when there is an oophorectomy done. Fur- 
ther, he concludes: 

1. Many fibromyoma uteri need no treatment 
whatsoever. 

2. The bulk of those needing treatment fall 
within the realm of roentgen ray therapy. 

3. The operations for fibromyoma uteri have 
reached the highest degree of simplicity, efficiency, 
and safety. L. W. Hewitt. 


Gerstenberg, E.: Severe Intraperitoneal Hzmor- 
rhage from Lateral Veins of the Uterus in a 
Case of Subserous Myoma of the Fundus 
(Schwere intraperitoneale Blutung aus seitlichen 
Venen des Uterus bei subseroesem Myom. des Fun- 
dus). Zentralbl. f. Gynack., 1916, No. 40. 


The author reports the case of a nurse, 39 years 
old, who had previously had gastric catarrh and 
anemia. The menses had always been slight and 
occurred every five weeks, the last period five weeks 
previous. Prior to her present illness she had fre- 
quently had the sensation of having a full bladder 
with the desire to urinate. She had been caring for 
a heavy patient and was compelled to lift him alone 
quite frequently, requiring a severe effort. 
The patient had a fainting spell lasting an hour 
accompanied with severe cold sweating. The fol- 
lowing night another attack occurred. She took 
some brandy, a warm bath, went to bed, and was 
found the next morning in collapse. The physician 
found the patient complaining of pain in the entire 
body, especially in the shoulders. The chest find- 
ings were negative. In the abdomen between the 


umbilicus and symphysis a hard mass of peculiar 
contour was found. Vaginal examination showed 
a retroflexed and retrodisplaced small-sized uterus 
and above it a freely movable hard tumor probably 
connected with the uterus and therefore probably a 
myoma. 


Its size was that of a newborn baby’s 
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head; its measurements 24 hours after the operation 
were 25x15x13 cm. The collapse was considered 
to be due to the loss of weight, anemia, and cardiac 
weakness due to the myoma and overwork. Recu- 
peration and then operation was advised. The 
following morning the patient was again in collapse, 
and almost pulseless. An internal hemorrhage was 
diagnosed and dullness was ascertained in the 
flanks. A ruptured ‘tubal pregnancy was suggested 
but energetically denied as possible by the attending 
physician. Perforation of an appendix or gastric 
ulcer were considered but not probable. The pa- 
tient was immediately transported to the clinic and 
an attempt made to save her life. 

The abdomen was opened almost without any 
narcosis and was found almost entirely filled with 
dark, venous, uncoagulated blood. The tubes and 
ovaries were inspected immediately and found nor- 
mal. Nevertheless the greatest amount of blood 
was found in the small pelvis but this did not 
appear to be the source of the trouble; the same was 
true of the myoma, which was inspected next. 
The bladder, bowel, and colon were normal, only 
the appendix showed evidences of a chronic in- 
flammation. Only after careful cleansing of 
Douglas’ pouch and high elevation of the tumor 
was it possible to see on the right posterior edge of 
the uterus cracks in the uterine serosa, 2 cm. long 
and 1 to 2 mm. wide, running parallel with the long 
edge of the uterus. These cracks were not bleeding 
but careful examination revealed small veins run- 
ning beneath the serosa. These cracks were held 
suspicious although no more blood came from them. 

The myoma was first removed and then after 
again looking for other sources of bleeding and find- 


ing none a couple of catgut sutures were used to _ 


stop the hemorrhage. ‘The patient recovered. 
This case is interesting in that it presents a new 
source of intra-abdominal bleeding. The rupture 
was probably due to the prolonged strain to which 
the patient had been subjected, the premenstrual 
congestion of the pelvis, and the sudden compression 
of the veins during heavy lifting — the myoma 
probably impinging upon the distended veins. 
From the history it would appear that the hem- 
orrhage occurred the first night when a fainting 
spell accompanied the attack of weakness — the 
duration of the hemorrhage being, therefore, about 
60 hours. L. A. JUHNKE. 


Mendes de Leon, M. A.: Castration in Cases of 
Uterine Myoma (Kastration bei Uterusmyomen). 
Nederl. Tijdschr. v. Geneesk., 1916, Sept. 9. 


In 800 myoma patients castration was done in 
114 cases. The mortality was 2.6 per cent; but if 
cases operated upon since 1905 alone are considered 
then the mortality drops to 1.58 per cent. In 6 cases 
the removal of the adnexe was incomplete; in 4 cases 
in spite of complete removal hemorrhage continued 
and the myoma did not atrophy. In 96 of the 
patients, followed since operation, the result was 
satisfactory. ‘The symptoms were very slight. 


In myoma cases castration is quicker, surer, and 
more appropriate than roentgen therapy. The 
latter should only be considered when for a well- 
indicated reason operation is impossible. 

A myoma which cannot be enucleated and which 
gives rise to very strong hemorrhages is best treated 
by castration which with a lesser degree of danger 
gives equally as good results as myotomy. 

W. A. BRENNAN. 


Bottaro, O. L.: Unilateral Hematometra (Hema- 
tometria unilateral). Rev. Asoc. méd. argent., 
1916, XXV, 570. 


Bottaro describes a case in which one of the horns 
of a true bicornate uterus communicated with the 
cervical cavity by an impermeable orifice. The 
patient was 14 years old. Palpation disclosed an en- 
larged uterus anteflexed to the right. A round 
tumor the size of a mandarin orange was felt in con- 
tact with the uterus on the lower left side. The 
tumor was smooth, painless, and fixed; hystero- 
metry, 8cms. ‘The diagnosis was intraligamentary 
cyst. A median infra-umbilical laparotomy showed 
that the uterus was lying to the right in the intra- 
ligamentary region. Its superior pole was incised 
and the supposed cyst extracted. It was soft, ovoid, 
and with a prolongation downward to the vagina. 
The extraction was terminated by the bistoury and 
ligature. The mass contained a hematic, gummy, 
thick, odorless fluid. 

The tumor was 5.5 cm. long; the circumference 
at its superior pole was about 5 cm. It had the 
appearance of a small uterus; on its upper part there 
were vestiges of a round ligament and the left tube. 
A uterine artery ran parallel to its external border. 

Histological examination showed that the sec- 
tions were composed of uterine muscle with an atro- 
phied mucosa. W. A. BRENNAN. 


Bell, J. N.: Rupture of the Uterus in Czesareanized 
Women; Review of the Literature. Am. J.° 
Obst., N. Y., 1916, xxiv, 950. 


The author finds that there are 78 cases of rupture 
of the uterus following a cesarean section recorded 
in the literature and he reports the seventy-ninth. 
From his study he offers the following conclusions: 

1. A cesareanized woman is always in danger of 
rupture of the uterus in subsequent pregnancies 
and should, therefore, be under careful observation 
during the latter months of the period of gestation. 

2. If the puerperium following the first caesarean 
section was afebrile, the patient may be permitted 
to go to term with the next child provided she can 
spend the last month of gestation in the hospital; 
if not, labor should be anticipated at least two weeks 
prior to term. 

3. Implantation of the placenta over the scar area 
undoubtedly increases the danger of rupture of the 
uterus in a subsequent pregnancy; the same may 
be said of a febrile puerperium following hysterotomy. 

C. H. Davis. 
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Williams, J. T.: The Anatomy of Prolapse of the 
Uterus with a Consideration of the Mechanical 
Principles of Its Repair. Jnierst. M. J., 1916, 
xxiii, 878. 

The author states that his reason for making 
a study of prolapsus uteri was due to the fact that 
there existed a wide variety of procedures for the 
relief of the condition, but that none of them seemed 
to be wholly successful. He further states that only 
by a full understanding of the anatomical conditions 
present in prolapse can failure be avoided. Every 
operation that has been devised for the cure of 
procidentia when correctly performed in properly 
selected cases will effect a cure, but “‘the best of 
these operations done without a proper appreciation 
of its anatomical basis is certain to result in failure.” 

A tabulated list of the most popular operations 
for procidentia, with comments by the author, are 
given. 

The author’s conclusions are as follows: 

1. Prolapse of the uterus is the result of stretch- 
ing of its strong fascial supports. 

2. Procidentia is most common in women who 
have had a high forceps delivery or in multiparous 
women with frequent labors in whom the fascia 
has not involuted properly. 

3. The mechanism of prolapse is as follows. As 
the fascial layer gives way the anterior wall of the 
vagina prolapses, and the cervix simultaneously 
drops downward and forward. The uterus be- 
comes secondarily retroverted. Finally the whole 
anterior vaginal wall followed by the cervix and 
lastly the upper part of the vaginal wall appears 
outside the vulva. 

4. The anatomical principle of successful repair 
by any operation is that it must restore the pelvic 
fascia to its normal tension. It is usually impossible 
to restore the integrity of the fascia, but so long as 
it can be held under sufficient tension to support 
the bladder the operation will be functionally suc- 
cessful. 

5. Alloperations for prolapse should be completed 
by restoration of the pelvic floor, since this usually 
needs repair also, not with the idea that perineor- 
rhaphy will support a prolapsed uterus. 

Harvey B. MATTHEWS. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Geist, S. H.: Tubercular Adnexitis. Jnterst. M. J., 
1916, xxiii, 1043. 

After discussing the various forms of pelvic tuber- 
culosis in the female, the author briefly reports 28 
cases. 

An analysis of the 28 cases presents many in- 
teresting facts. With the exception of 2 cases, all 
the patients ranged in age from 20 to 35 years. One 
was 36 and the other 45. The latter case did not 
present a very advanced type of lesion, in fact, it 
was an accidental find in the course of a laparotomy 
for fibroids. 

Menstruation was normal in 46 per cent of the 


cases, scanty in 32 per cent, and profuse in 22 per 
cent. In several of the cases there were complaints 
of slight irregularities in time. All but 2 of the pa- 
tients were married, and in 85 per cent of the cases 
one of the main complaints was sterility, though 
many were mairied more than five years. The 
symptoms offered nothing unusual, pain being the 
most constant symptom. One case returned to 
the hospital after a postvaginal section because of 
the persistence of the symptoms and a discharging 
sinus, and two patients complained solely of sterility. 

The lesions found varied widely, but in the large 
majority of cases it was either a tubo-ovarian abscess 
or a tubercular salpingo-oophoritis. In the treat- 
ment, conservatism was aimed at; in some instances 
there were brilliant results, while in others it would 
seem that a more radical procedure would have given 
a better result. Of the 28 cases 12 were discharged 
improved, by which was meant a general improve- 
ment, but with some pelvic exudate present; in 
to of these cases there was an incomplete operation, 
either a partial resection of tube or ovary on one or 
both sides, or a unilateral salpingo-oophorectomy. 
In one case with peritoneal tuberculosis and an 
advanced genital lesion involving both tubes and 
ovaries, the uterus was left, and in one other a com- 
plicating pulmonary lesion probably interfered with 
the proper healing. In one case, eight years after 
bilateral salpingectomy for tubal tuberculosis, the 
abdomen was reopened and, while no evidence of 
tuberculosis was found, an extensive adhesive, pelvic 
peritonitis was present. The operative results were 
not particularly encouraging. Of the 28 cases, 13 
were discharged well, but were not subsequently 
traced; 12 were discharged improved and, though 
undoubtedly the pelvic condition was helped, in 
all probability the residual exudate would give rise 
to further trouble. In three instances operation 
was followed by exitus. 

Of the 3 cases that died, 2 cases had pulmonary 
tuberculosis. One of these 2 cases also gave the 
history of a tubercular arthritis, while the third 
case had an extensive pelvic lesion. 

The complications, while not numerous, were 
varied. In 4 cases there were fecal fistule, all in 
rather advanced cases. There was one case of 
urinary fistula, also in an advanced case. Two of 
the intestinal fistula healed spontaneously and the 
urinary fistula also. In two of the other cases the 
fistula persisted up to the time of exitus. 

In 5 cases the abdominal wound broke down, and 
in 3 the patients were discharged with persistent 
sinuses. One of the cases died of peritonitis, and 
another death followed exhaustion and tubercular 
enteritis, the wound never healing. One case of 
peritonitis developed, which led to a fatal termina- 
tion. 

One interesting fact was the duration of the 
hospital stay. None of the cases was in the hospital 
less than three weeks. The average duration was 
about six weeks. Several of them were in the 
hospital from eight to ten weeks; 2, finally discharged 
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improved, were in four and a half and six months, 
respectively. In 2 of the fatal cases one was bed- 
ridden in the hospital for five and a half months, the 
other for nine and a half months. It was in those 
cases of bilateral tubo-ovarian disease with conserva- 
tion of the uterus and the subsequent development of 
pelvic exudates that the stay was most prolonged. 
Many of the cases were discharged as improved 
with persistent exudates and sent to the country 
for rest and recuperation. “DWARD L. CORNELL. 


Bucura, C. B.: Practical Results from Our Present 
Views Regarding the Endocrinal Action of the 
Ovary (Praktische Ergebnisse aus unserem heuti- 
gen Anschauungen ueber die endokrine Tactigkeit 
des Kierstockes). Jahrb. f. Psychiat. u. Neurol., 
1910, XXXvi. 

Primarily the author shows that the frequent 
failures in our organic therapy are due not so much 
to wrong indications as to the uncertainty in the 
action of the preparations used. All manufacturers 
of these preparations keep their methods of manu- 
facture secret and we are entirely dependent upon 
them. Control of their manufacture is entirely 
lacking. He calls attention to the fact that it is 
important to know from what animals, at what age, 
and stage of gestation these preparations are made. 

The origin of the ovarian hormone is still in doubt, 
the interstitial gland, the corpus luteum, and follicle 
apparatus all being thought the seat of it. Ac- 
cording to the author’s view the theca cells (Stein- 
ach’s gland of puberty) can be excluded. The 
corpus luteum cannot be the origin alone, as the 
hormone action is manifest in the child and in the 
newborn before the corpus luteum is developed. 

The corpus luteum theory should be retained al- 
though the follicle is the actual gland in the ovary 
having an internal secretion. ‘The corpus luteum is 
the only internal secreting part of the follicle re- 
maining after expulsion of the egg and it hypertro- 
phies and perhaps performs the function potentially. 
Therefore the corpus luteum is not at all a specific 
action but only a quantitatively increased follicle 
action. So long as the follicle in the child’s ovary 
produces the hormone it is a constant quantity but 
a minute one, favoring only the gradual develop- 
ment of the sexual characteristic of the foetus and 
child. The stronger development of the follicle at 
the time of puberty requires stronger hormone de- 
velopment and with it more rapid development of the 
genitalia and sexual characteristics. At the mo- 
ment, however, when the follicle extrudes the egg 
the remaining portion proliferates and produces a 
much larger amount of hormone and the action is 
consequently much more apparent: rapid develop- 
ment of sexual characteristics at puberty, menstrua- 
tion, increased sexual desire. 

The important part, however, in puberty and in 
the sexually ripe age is ‘the increased hormone pro- 
duction” and not the corpus luteum. It is prob- 
able that a storage of ovarian hormone occurs in 
the theca cells and in the placenta and decidua. 


after the administration of ovarian tablets. 
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From these views it is seen that the hormone pro- 
duction during the entire sexual period of woman 
is fairly constant, as in the ovary there is almost 
always a maturing follicle or a maturing corpus 
luteum. Only in three periods can a decrease be 
supposed to exist: in the puerperium, the period of 
lactation, and in the latter half of pregnancy. 

The indications for administration of ovarian 
extract are clear in the natural and more so in the 
artificial climacterium. One must administer an 
active preparation in dosage enough for effect, that 
is until the symptoms disappear. The author speaks 
of having had good results combating high blood- 
pressure occurring so commonly in the climacterium. 
He believes arteriosclerosis may be prevented in 
this manner. All cases referable to hypofunction of 
the ovary are indications for the administration of 
the extract, especially amenorrhoea, and so-called 
lactation atrophy. In chlorosis a good result is 
hardly to be expected but less so in adipositas dys- 
trophia genitalis. In dysmenorrheea it is indicated 
if all other measures fail; likewise in hyperemesis. 
The similarity of kraurosis to castration atrophy of 
the external genitalia suggests an active therapy, also 
pruritus vulva. In psychosis, especially dementia 
preecox, ovarian disturbances have been shown, 
but as these are probably a dys- or hypofunction 
success can hardly be anticipated. Symptoms de- 
pending on periodic menstrual disturbances and 
secretory disturbances such as mental depressions, 
hyperexcitability, unfounded jealousy, etc., may be 
influenced favorably. Postpuerperal depressive 
mental states associated with amenorrhoea or 
oligomenorrhoea are influenced for the better. 
Many dermatoses bearing a periodical relationship 
to the genital function have promptly disappeared 
Re- 
garding contra-indications nothing has ever been 
written. Use of the extract is probably contra- 
indicated in tuberculosis. Just as a pregnancy in- 
fluences a tuberculous process very unfavorably so 
does each menstruation to a lesser degree. This - 
suggests the thought that effective ovarian therapy 
may produce a hyperemia of the tuberculous lesion 
with other destructive processes. L. A. JUHNKE. 


Hartz, H. J.: Primary Chorio-Epithelioma of 
Fallopian Tube Following Ruptured Ectopic 
Gestation. Surg., Gynec. & Obst., 1916, xxiii, 602. 


After briefly reviewing the literature, the follow- 
ing case is reported: 

The patient, 34 years of age, white, married, began 
to menstruate at 13 years, was regular and normal. 
She had been married for 20 years, had had 6 normal 
pregnancies and 4 abortions. The last pregnancy 
terminated in abortion four months prior to the 
onset of symptoms. For two weeks the patient 
complained of vaginal bleeding, accompanied by 
severe cramp-like pains in the lower abdomen. A 
diagnosis of ectopic gestation was made and opera- 
tion advised. The operation was performed in 


December, 1913. The abdomen was opened. The 
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right tube showed a pregnancy with rupture. 
The uterus was enlarged and soft and was about the 
size of a six weeks’ pregnancy. The tube and 
ovary were removed and the abdomen closed. The 
pathological report of the specimen was as follows: 

The mass consisted of tube and ovary and gesta- 
tion sacin a collapsed condition. The tube measured 
5 centimeters in length and 4 centimeters in diam- 
eter at its widest portion which was near the 
fimbriated end. The lumen was filled with clotted 
blood and the walls of the tube were considerably 
thickened. Between the lower border of the tube 
and ovary there was an irregularly shaped sac in a 
collapsed condition measuring 5 centimeters in 
diameter and lined with a shaggy, dark red mem- 
brane. Adherent to these shaggy villous-like pro- 
jections were masses of clotted blood. Under the 
microscope sections of the tubal wall showed an 
attached placenta. At points the chorionic epithe- 
lium extended into the thin wall of the tube for some 
distance and there were masses of these cells in the 
lumina of some of the veins. This involvement 
of the wall of the tube was more extensive than usual 
and justified the term chorio-epithelioma. 

The diagnosis was primary chorio-epithelioma of 
the tube following ruptured tubal gestation. 

Two years after operation the patient was in the 
best of health. Her menses were normal, lasting 
three or four days. Her work is arduous, but she 
says she never felt better. Epwarp L. Cornett. 


Fraser, J. R.: Pyosalpinx Complicating Ectopic 
Gestation. Canad. M. Ass. J., 1916, vi, 1101. 


The patient, a woman, aged 28, was admitted to 
the hospital, September 5, 1915, complaining of 
pain and tenderness in the hypogastrium, and slight 
bloody discharge. Her last period had been May 15, 
1915. She had been well up to August 29, when she 
was suddenly seized with severe colicky pain in the 
lower abdomen and brisk vaginal haemorrhage. 
With rest in bed the pain subsided in a few days and 
she was up about her housework on September 4th, 
when she again began to have severe colicky low 
abdominal pains increasing in intensity, especially 
on the right side, also vomiting and fever. Her 
temperature was 102°, pulse 132, respiration 36, 
with symptoms of an acute infection. The ab- 
domen was moderately distended; the uterus small 
in the midline above the pubis; the right appendage 
was more or less diffuse and easily the size of a 
grapefruit; the left was the size of a small orange. 
Operation revealed a large right tubo-ovarian ab- 
scess and a left ruptured tubal pregnancy. 

C. D. Homes. 


EXTERNAL GENITALIA 


Du Bose, F. G.: An Abdominal Operation for the 
Cure of Cystocele. 
xxiii, 727. 

Among the advantages of the intra-abdominal 
operation is that it is applicable alike to the child- 
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bearing and the postclimateric periods. It does 
not depend on hysterotomy or hysteropexy for 
success, nor for the resection of the tubes to produce 
sterility. It contemplates the restoration of the 
pelvic aponeurotic diaphragm, elevation of the 
bladder at a higher level on the uterus, and suspen- 
sion of the bladder and uterus through their liga- 
mentary supports, retaining a degree of motility 
commensurate with the functions of the reproductive 
organs and leaving the reconstructed pelvic visceral 
positions as nearly anatomically correct as possible. 
Like other operations done to remedy this sliding 
hernia of the bladder, it requires the repair of the 
torn perineum and no perineorrhaphy is recognized 
except that which approximates the divided levator 
ani muscles. It is apparent that this operation may 
be performed in addition to other pelvic or abdom- 
inal surgery which may be required with but little 
additional time, since it is not tedious in its tech- 
nique. 

After incising transversely the vesico-uterine 
peritoneal fold between the round ligaments, 
complete separation of the bladder from the uterus 
by blunt dissection and from the upper inch or more 
of the anterior vaginal wall is done so that the 
bladder, being thoroughly mobilized, may be lifted 
well up and forward from these attachments. The 
round ligaments on each side are caught, united, 
and attached to the most dependent part of the 
vesicovaginal denudation with a linen suture passed 
well into the anterior vaginal wall. Another suture 
or series of sutures of linen approximates the frayed 
or torn ends of the vesico-uterine ligaments and 
attaches them to the anterior and upper cervical 
portions of the uterus. By letting the needle bite 
far out laterally to include the ends of the vesico- 
uterine ligaments, a narrowing of the anterior 
vaginal wall in its long axis occurs. ‘The slack is 
also taken up in the relaxed pelvic aponeurotic 
diaphragm. Added to this restoration is the support 
of the round ligament folds. If these ligaments are 
attenuated and there is still a doubt that the relaxa- 
tion and decensus will not be overcome by these 
supports, then artery forceps may be forced through 
the broad ligaments about on a line with the internal 
os laterally so that the forceps will catch in the bite 
the loose folds of the sacro-uterine ligaments and 
pull them through. ‘The ends of these ligaments 
are then sutured together with linen and these ends 
in turn sutured to the denudation on the upper 
cervical portion of the uterus, serving to pull upward 
and backward the cervix uteri and to take up the 
slack in the relaxed sacro-uterine folds. Successive 
tiers of chromic catgut sutures are placed so as to 
approximate the bladder on the uterus at a much 
higher level than its former normal attachment. 
Before this suture line is completed, it will be found 
easier to plicate with linen the round ligaments on 
each side, including in the suture the wall of the uterus 
laterally and the incised edge of the broad ligament 
peritoneum. This (running) fine linen or silk-suture 
continues until the plicated round ligament approxi- 
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mates its original attachment into the uterus, 
restoring its original point of traction on the fundus 
uteri. One or more catgut sutures are placed 
between the uterus and bladder until the former 
reflection of the bladder is raised to the fundus and 
attached by a running suture (of catgut in the fertile 
linen in the sterile) along a line running above the 
uterine insertion of the round ligaments. The 
operation is completed by a continuous suture 
turning in and approximating the peritoneal edges 
of the bladder laterally to the broad ligaments and 
to the fundus of the uterus above. 
Epwarp L. CorNeELL. 


Wall, G. A.: Incontinence in the Female; Its Prog- 
nosis and Treatment. South. M. J., 1916, ix, 
1062. 


The author states that incontinence in the 
female, in the vast majority of cases, is due either 
to a destruction of the urethra or to its extreme 
dilatation. Childbirth, poorly managed, accounts 
for the majority of these cases. As a matter of 
fact, he continues, the great amount of surgery 
today is largely due to the practice of ‘‘ bad obstet- 
rics. 

In the treatment of this condition, the cause 
must be determined. First, is it due to destruction 
of the urethra combined with injury to the vesical 
sphincter, or, second, is it due to a dilatation of the 
urethra without any destruction of tissue? No 
cure, in any case, can be effected unless the action 
of the sphincter is restored. 

Of the many operations devised for the cure of 
this condition none have proved entirely satisfac- 
tory, because they have not restored the integrity 
of the sphincter. 

The author’s method is given in detail and 
essentially consists in reconstructing a new urethra 
from the periurethral tissues by denuding and sew- 
ing these tissues over arubber catheter. In addition, 
the author puts a purse-string suture of linen 
around the neck of the bladder and ties this suture 
tightly about the soft rubber catheter. This 
suture, he believes, is the secret of success in curing 
incontinence in the female. 

The vaginal mucosa is then sutured over the 
newly constructed urethra, care being taken to 
obliterate all ‘“‘dead spaces. ’’ The catheter is 
removed in five days. Harvey B. MAtTTHEws. 


MISCELLANEOUS 


Reder, F.: Drainage for Pus Conditions in the 
Pelvis During Pregnancy. Am. J. Obst., N. Y., 
1916, Ixxiv, 935. 

The author believes that when pus accumulates in 
the pelvis during pregnancy it should be drained 
into the rectum. Rectal section for drainage of a 
pelvic abscess is in itself a minor procedure. It is 
the feeling of uncertainty of finding the pus, or of 
injuring a viscus, that causes one to hesitate. 
Especially is this true when the pus accumulation 
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is small and when no distinct fluctuation can be 
elicited. 

There still exists a great reluctance to attack a 
pelvic abscess through the rectum, presumably be- 
cause of the likelihood of infecting the abscess cavity 
with faecal material. This, however, may be con- 
sidered as doubtful, inasmuch as this avenue is one 
of Nature’s outlets to relieve the organism of pus 
accumulated in the pelvis. Patients relieved in this 
manner have usually suffered no untoward results, 
and their recoveries have been satisfactory. 

In making the rectal incision the anus is first 
gently dilated, and the rectum is then well douched. 
The index-finger, without glove, searches for the 
fluctuating point in the tense mass; when found, a 
sharp pointed bistoury is passed along the volar 
surface of the finger and cautiously introduced into 
the spot selected. As soon as pus is encountered, 
the bistoury is withdrawn and the point of a dressing 
forceps introduced into the opening. By spreading 
the branches of the forceps, a hole sufficiently large 
to admit the end of the index-finger is made. A 
large winged rubber tube is then passed into the ab- 
scess cavity far enough for one end of it to protrude 
from the anus. At the end of a week the tube is 
removed. C. H. Davis. 


Hall, J. N.: Diagnosis of Menstrual Reflex Through 
the Tubes. Colo. Med., 1916, xiii, 373. 


The diagnosis is practically that of a ruptured 
tubal pregnancy, but in a girl at or soon after the 
age at which menstruation should occur and has 
failed to appear. ‘The entire picture is toned down, 
however, and there may be an accompanying low 
grade septic peritonitis. There is an absence of a 


history of irregular dribbling menstrual flow. 


The author reports the case of a girl of fifteen 
years who was admitted to the hospital moribund. 
She had never menstruated. She was in collapse 
with a slightly distended abdomen containing a 
small amount of fluid; she had cramping pain and _ 
vomiting. Her temperature was 100°; pulse rapid 
and feeble; was pallid. Collapse was followed by 
death in forty-eight hours. Postmortem showed 
the belly half filled with tarry blood and the leaking 
tip of the tube was easily identified. The hymen 
was perforated but the vagina was obstructed high 
up by a probable developmental closure. In this 
case the infectious element predominated over the 
hemorrhagic symptoms. 

Another case was that of a girl, fourteen years of 
age, well developed but had never menstruated. 
She had complained for thirty-six hours of violent 
cramping pain in the lower abdomen. Her tem- 
perature was 102°, pulse 120, vomiting, and more 
collapse than is found in appendicitis except after 
operation. At operation the lower abdomen was 
found to-be full of tarry blood from a leaking tip of 
the left tube. About one inch above the hymen an 


adhesive closure was found in the vagina very simi- 
lar to the adhesions of an adherent prepuce to 
Recovery was uneventful. 


glans. C. D. Hotmes. 
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Bumm, E., and Schaefer, P.: Ray Treatment of 
Genital Carcinoma (Strahlenbehandlung der 
genital Karzinome). Arch. f. Gynaek., 1916, xvi, 

0. 1. 


The authors report on 4o1 cases treated by 
mesothorium and radium, with medium roentgen 
doses in a number of cases in order to obtain better 
deep effects. These 401 cases comprise: 


Carcinoma vulve 


401 cases 
Of the total 401 Cases, 136 recovered; 33.91 per cent. 
Of the 282 cervical cases ros recovered; 37.23 per cent. 
Of the 5 corpus cases 5 recovered. 
Of the 22 vagina cases 7 recovered. 
Of the 13 vulva cases 6 recovered. 
Of the 5 urethral cases 3 recovered. 
Of the 74 recurrent cases 13 recovered. 


Of the 282 cervical cases, 155 were operable or 
borderline cases and of these 83, 53.5 per cent re- 
covered. 

The authors take up in detail the local effects of 
radio-active substance; the action on the deep tissues; 
recurrences; technique; and finally they draw a 
comparison of the results obtained in ray-treatment 
with the results of operative treatment. In the 
years IQ1I-1915, 203 women were operated upon and 
with these are compared the 155 who were rayed but 
whose cases were operable. 

Of the 203 operated cases 98 have recovered — 
48.27 per cent of the 155 rayed, 83 have recovered — 
53-54 per cent. In all cases the time lapsing since 
treatment is not less than two years. 

As regards the value of the comparison, every- 
thing will depend upon whether there is an increase 
of parametric or glandular recurrence in the rayed 
patients within the next few years. 

According to experience in the Berlin clinic up 
to date the results of ray-treatment of cervical car- 
cinoma are equal to the results in operated cases; 
and therefore the ray-treatment of all such cases 
will be continued; since, owing to the elimination of 
burns and necrosis due to better technique, the re- 
sults have greatly improved. W. A. BRENNAN. 


Culbertson, C.: A Study of the Menopause with 
Special Reference to Its Vasomotor Disturb- 
ances. Surg., Gynec. & Obst., 1916, xxiii, 667. 

This article is the report of a study of the meno- 
pause extending over a period of two years. Twenty- 
nine cases are described by way of illustration, 
seventeen of which are accompanied by blood- 
pressure charts. The work develops the theory 
that the menopause represents a functional de- 
rangement on the part of various glands of the en- 
docrine system subsequent to the cessation of the 
ovarian secretion. A brief discussion of the somatic 
and psychic phenomena of the climacterium is pre- 
sented with a review of recent literature pertaining 
thereto. Likewise a short résumé of recent work 
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covering the physiology of the various glands form- 
ing the ductless chain is necessarily presented. The 
cases reported cover the menopause situation both 
in the fourth decade and in earlier years, that is, 
both normal and premature climacteria. The au- 
thor attempts to explain the milder phenomena 
characterizing the premature menopause on the 
theory of ‘‘duration of association,’’ that is, that the 
longer the endocrine glands are associated in func- 
tion with the gonad, the more marked will be the 
disarrangement when that gonad is withdrawn. 
Hence, the shorter the time during which the various 
glands have had to work together, the milder the 
disturbance when that derangement is brought 
about. 

The best means at hand today of estimating this 
disturbance is by a study of the blood-pressure, 
wherein is found an excellent expression of meno- 
pause reaction, or instability. The results of the 
author’s observations are as follows: 

1. The menopause is a functional derangement 
on the part of various glands of the endocrine system 
subsequent to the cessation of the ovarian secretion. 

2. On this basis may be explained the psychic and 
somatic manifestations of the menopause. 

3. The vasomotor disturbances represent an 
instability of arterial tension. 

a. In the majority of cases this takes the form of a 
vacillating hypertension, both systolic and diastolic. 

b. The diastolic pressure is not elevated pro- 
portionately to the systolic. This produces an in- 
creased pulse-pressure. 

c. Hot flushes, sweating, and other vasomotor 
symptoms are directly created by the vacillations in 
arterial tension. 

d. Ina minority of cases there is arterial hypo- 
tension and here also the systolic and diastolic 
pressures are out of proportion. 

4. Hypertension is apparently due to a relative 
oversufliciency on the part of the hypophysis or the 
adrenals. 

5. The psychic symptoms are apparently in- 
fluenced by thyroid dysfunction; in the majority 
of cases a hyperthyroidism, in the minority, a hy- 
pothyroidism. 

6. The administration of the missing hormone, 
represented by the extract of corpora lutea from 
animals in early gestation, brings about a gradual 
restoration to normal of the blood-pressure with 
disappearance of the mental symptoms. 

7. This reduction of blood-pressure by organo- 
therapy together with the disproportionate systolic 
and diastolic rise is offered as evidence that the hy- 
pertension is a functional one and not due to organic 
changes. 

8. Blood-pressure estimation is essential, as a 
means both of measuring the degree of menopause 
disturbance and of controlling its therapy. 

9. An occasional pressure reading is of little or 
no value. Tension must be determined at frequent 


intervals, preferably daily until improvement is 
well under way. 


Recurrences after operation. 74 CASCS 
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10. The significance of functional hypertension 
as a factor in uterine haemorrhage is obvious and 
will be made the subject of a subsequent report. 


Melgar, M.: A Case of Prolapse of the Urinary 
Bladder (Un case de prolapso de la vejiga de la 
orina). Rev. Ibero-Am. de cien. méd., Madrid, 1916, 
XXXVI, 205. 


Melgar reports an extremely rare case of total 
inversion of the bladder with complete prolapse 
through the vulva. The patient was a woman of 46, 
a primipara, who two years previous had had a 
labor which lasted eight days and was completed 
by the forceps, the complications arising from which 
brought her to the hospital in a pitiful condition 
from the effects of a urinary fistula. 

On examination there was seen outside the vulva 
a smooth, red, humid tumor, dribbling clear liquid. 
This could be reduced through an enormous fistula 
which extended from the bottom of the anterior 
vaginal sac to 2.5 cm. beyond the meatus, and later- 
ally from one to the other ischium. The vagina 
was extensively sclerosed; the pelvis was clearly of 
the rachitic type and this malformation caused 
the labor trouble. 

Three weeks later after treatment of the eroded 
skin in the neighborhood of the fistula operative 
intervention was carried out in two stages: (1) 
opening up of the vagina by means of longitudinal 
incisions and exploration of the ureters; (2) resection 
of the fibrous vaginal obstructions, removal of the 
vesicovaginal partition, suture of the bladder, the 
neck being directed into the vulva. 

The patient recovered with the exception of a 
small fistula which, however, does not allow the 
bladder to prolapse. W. A. BRENNAN. 


Siegel: Further Observations on the Conceptive 
Capacity of Woman and on the Determination 
of Sex (Weitere Beobachtungen zur Konzeptions- 
fahigkeit der Frau and Geschlects-bestimmung des 
Kindes). Deutsche med. Wehnschr., 1916, xiii, 
1179. 


Following his observations published in July 
last concerning the conceptive capacity of woman, 
Siegel has made further studies based on the ob- 
servations made in the cases of 220 soldiers returning 
home on short furloughs. The curve constructed 
by Siegel shows a rise in the conceptive capacity of 
woman immediately after menstruation which 
reaches a maximum of 52 per cent the sixth day 
after. The curve remains about the same height 
till the thirteenth day and then drops till the 
twenty-second day after which there is almost 
absolute sterility. Only cases of regular 28-day 
menstruation have been considered. Sterility after 
the twenty-second day following menstruation is 
probably due to mechanical difficulty of ovum mi- 
gration. 

The observations made by Siegel also give special 
information concerning sex determination. Co- 
habitation from the first to ninth day after menstrua- 
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tion commences gave 86 per cent of males. Co- 
habitation from the fifteenth to the twenty-second 
day gave 86 per cent females. W. A. BRENNAN. 


Neef, F. E.: Concurring Tumors in Women. Am. 


J. Surg., 1916, XxX, 344. 


The author gives the complete clinical analysis of 
a pararenal new-growth which happened to occur 
in a “tumor family,” and points out a way of ap- 
proaching the clinical study of tumors in women with 
reference to the factors which determine their malig- 
nancy, by utilizing for this purpose instances of 
concurring new-growths in families or individuals. 

He indicates that in such cases, the other, in 
themselves more commonplace tumors, can also be 
utilized in some phases of the study as “controls.” 
This is done in order to eliminate the effect of in- 
dividual or family idiosyncracy in the behavior of 
neoplasms; as for example when the rate of tumor 
growth in a particular individual is considered in 
its bearing upon the question of malignancy. 

Thus in general, in any case of concurring tumors, 
the more typical or familiar growth which would 
otherwise be of little interest, may serve as the 
“control” tumor or ‘“‘standardizing” growth for 
the more unusual or atypical forms. For this reason 
concurring tumors growing under the same or sim- 
ilar conditions and from the same parent medium, 
as . were, are particularly suitable for comparative 
study. 

The pararenal growth which is described, reached 
the size of an adult’s head in the course of twenty- 
one months. It was removed retroperitoneally 
and stripped away from the kidney with such ease, 
that it appeared to be of a benign, non-invading type, 
and it did not seem justifiable to sacrifice the kidney. 

This decision appeared to be correct beyond much 
doubt, when numerous sections from various parts 
of the growth showed the tumor to be histologically 
a fibroma (Wood, Rohdenburg, Garzide, Diner). 
Nevertheless, a true pararenal fibroma of such size 
is known to be extremely rare. 

The most searching tissue examination revealed 
nothing which from the present-day point of view 
could be considered definitely prognostic of malig- 
nancy. 

Notwithstand ng this, the tumor recurred, and the 
recurring growth proved to be a sarcoma of the small 
spindle-cell type. It is, therefore, clear that in 
spite of the impression at operation and the micro- 
scopic findings, the growth in its parent tumor stage 
should already have been considered as potentially 
malignant; not a fibroma at first and a sarcoma later, 
but a growth which was hardly benign from the 
beginning, merely unfolding its malignant qualities 
more clearly in the histological cell type, as it de- 
veloped and matured. Humphreys, who reviewed 
the material of the growth and recurrence, following 
the classification of Borst, characterized the tumor 
as a fibroma sarcomatosum. 

At least from a practical point of view, the fact 
that the parent growth reached the size of an adult 
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head in the course of about twenty-one months, 
should have been given a more compelling signifi- 
cance in deciding the question of its benignity. 
Practically speaking it is the rate of growth which 
marks the tumor as malignant. The rapidly pro- 
liferating cell invades, and it causes metastasis when 
it gets into the blood and lymph paths. This 
rapidly reproducing cell need not be very atypical 
in order to be characterized as malignant; indeed 
it may only become so with extremes of irritation, 
or where there is external interference with cell 
division, mechanical or chemical. 

A pararenal growth which is solid and not cystic, 
and enlarges at almost half the rate of the ‘‘normal 
tumor of pregnancy” must be dependent on a very 
rapid proliferation of the cells which constitute it and 
should be treated as potentially malignant, at least 
from the clinicians viewpoint. 


Schmitz, H.: Radium in Gynecology. Jnterst. M. 
J., 1916, xxiii, 1097. 

Radium therapy has not as yet been completely 
developed. It will require years and years of care- 
ful observation and close study by the clinician 
and physicist to perfect the therapy. The applica- 
tion of the radium is an art. It can be acquired 
only by the most painstaking observation and close 
application. In the hands of the uninitiated, radium 
is distinctly dangerous. The pioneers in roentgen 
ray work lost their lives or were crippled because its 
dangers were not known. Many a patient suc- 
cumbed to roentgen ray cancer because the thera- 
peutist did not have the perfect technique used at 
present. ‘The same applies to the use of radium. 
The rays are wonderfully controllable if one only 
knows how to use them. They are terribly destruc- 
tive if not held within bounds. 

At present we may claim that the radium rays 
will cause roo per cent cures, immediate and remote, 
in myomata uteri, hemorrhagic metropathies and 
chronic endometritides and cervicitides if the 
indications are scrupulously followed. In car- 


cinoma uteri the use of radium is indicated as a 
prophylactic after radical extirpation when it 
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will increase the efficacy of the surgical procedure. 
It is indicated in operable carcinomata if constitu- 
tional contra-indications to surgery exist. It is a 
specific as a palliative in inoperable cancers, when it 
will cause an apparent cure in 35 per cent of the 
cases and a subjective improvement in an additional 
16 per cent. Epwarp L. Cornett. 


Skeel, R. E.: A Plea for the Renaissance in Plastic 
Gynecology. Jnterst. M. J., 1916, xxiii, 1066. 


One who comes into daily contact with gyneco- 
logic patients cannot avoid the conclusion that plastic 
surgery upon the cervix and perineum is rapidly 
becoming a lost art. 

This seems in part to be due to the belief of the 
embryonic surgeon that almost anyone can repair 
a cervix or perform a perineorrhaphy, and also in 
part to the attitude of the accomplished operator 
that such minor procedures are unimportant and 
beneath his dignity and that they do not afford suf- 
ficient opportunity for a spectacular display of skill. 

This is unfortunate because any operation which 
is worth doing at all is worth doing as well as it can 
be done, and successful plastic work on the cervix 
and perineum not only requires dexterity, but also 
demands thoughtful consideration of both the 
anatomy and physiology of the structures involved. 

To operate upon a relaxed, gaping pelvic outlet 
in such a manner as to restore the normal function 
of the pelvic floor requires skill and knowledge of 
the highest order, and the determination of when 
an operation upon the cervix is indicated and the 
particular operation to be performed in the individ- 
ual case demands something more than reference 
to a simple ‘‘rule of thumb.” 

The real menace of eroded, unhealed, lacerated 
cervices in women who are nearing or past the 
climateric has but recently been appreciated, and 
the possibility that malignant degeneration may 
appear in this structure after it is traumatized, 
while it is so rare as to be a source of much comment 
in women who have not suffered the injuries of child- 
birth, has not been sufficiently emphasized. 

Epwarp L, CorNeLL, 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Green, G. W., and Moore, J. J.: Full-Term Ectopic 
Gestation. TIilinois M. J., 1916, xxx, 356. 


The authors give a brief review of the pathology 
of full-term ectopic gestation with a report of their 
case which through mistaken diagnosis had gone 46 
weeks before operation. Spurious labor pains were 
present for two days in the 39th week, at which time 
foetal movements ceased and a bloody discharge 
began which lasted until the time of operation. The 
operation consisted of a long median abdominal 
incision which disclosed a large retroperitoneal 
tumor situated a little to the right side with a 
slightly softened flattened uterus in front and to 
the left of the tumor. The right ovary and tube 
could not be distinguished. Bonds of adhesions 
with blood-vessels which ran from the omentum to 
the sac were ligated and severed. The peritoneal 
covering of the sac was opened for about 14 inches 
and the contents peeled out en masse without 
opening. After removing the sac, the posterior 
layers of peritoneum were trimmed and sutured. 
The left ovary was left in place but the tube was 
removed. The abdominal wound was closed in 
the usual way. No drainage was used and the 
patient made an uneventful recovery. 

The tumor sac was 21.5 cm. in diameter and con- 
tained a fully developed female foetus, slightly 
macerated, weighing 8.5 pounds. The placenta 
weighed the same, probably due to a large hamor- 
rhage into it. Sections of the foetal sac contained 
compressed portions of the fallopian tube. 


Bawden, G. P.: Eclampsia. 
viii, 278. 

The author defines eclampsia as the culmination 
of a toxemia, the origin of which is not constant. 
The toxemia is the result of some acute or chronic 
disturbance of the vital organs either secretory or 
excretory, such as the liver, kidney, thyroid, or 
placenta. 

The crises of eclampsia appear as convulsions; 
explosions of pain, cerebral or substernal; gastric 
irritation; haemorrhages, retinal, cerebral, or placen- 
tal; or an acute degeneration of the liver or other 
organs. 

Some of the signs of the toxemia are lassitude; 
increasing headache; gastric and visual disturbances; 
constipation; dry skin and parched mucous mem- 
branes; puffiness of the skin, especially of the face, 
hands, and feet; an indefinite restlessness, especially 
in the evening leading to insomnia in the early part 
of the night; an early and gradual rise of blood- 
pressure; decrease in the daily amount of urine 
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secreted even before changes in the composition of 
the urine take place; also the presence of albumin in 
the urine in most cases. 

Bawden’s treatment of the pre-eclamptic stages 
is as follows: (1) enforced rest; (2) regulation of the 
diet — reducing the proteids and increasing the 
amount of fruit, vegetables, and liquids, water, 
milk, and buttermilk; (3) increasing the elimination 
by the skin, kidneys, and bowels, using bath, 
diuretics, laxatives, and colon irrigations; (4) if 
necessary the blood-pressure may be reduced by 
nitroglycerin and veratrum viride, or if eclampsia 
threatens venesection may be performed; (5) if 
conditions do not improve after the above treatment 
the uterus should be emptied. 

If eclampsia has actually set in the treatment will 
depend on the stage of the labor. The author be- 
lieves that the uterus should be emptied as soon as 
possible. If labor has commenced and contractions 
are strong it may be left to Nature by controlling 
the convulsions by morphine, chloral, and ether; 
giving purgatives; intravenous or subcutaneous 
salines; using hot packs; and if necessary assisting 
the labor by manually dilating the cervix and using 
forceps. If the cervix is not taken up or is not 
readily dilated, caesarean section should be per- 
formed. The child’s chances for life are thus greatly 
increased. Chloroform should not be used if it 
can be avoided as it tends to increase the degeneration 
of the liver-cells. Ether or nitrous oxide with oxy- 
gen are better. C. D. Hotes. 


Ruge, C.: Liver and Kidney Eclampsia (Ueber 
Leber- und Niereneklampsie). Monatschr., f. Ge- 
burtsh. u. Gynaek., 1916, xliv, No. 4. 


The clinical picture of eclampsia is extremely 
variable. This is also true of its three cardinal 
symptoms: convulsions, coma, and disturbances 
of kidney function. Like the clinical picture the 
anatomical picture of eclampsia shows marked 
variations. From this marked variability the 
question arises whether the apparent irregularity 
is accidental and whether the poison at one time 
produces one kind of phenomena and at another 
time other phenomena, or whether the poison does 
not possess different modifications under different 
conditions and having a different action, some 
attacking the liver more, others the brain and 
kidney more, transitional forms of course being 
common. 

The author now asks the question, Can we differ- 
entiate a liver eclampsia from a kidney eclampsia? 
He reviews a large series of cases comparing the 
clinical data with the anatomical findings in each 
case. That pure liver cases exist is proved by the 
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fact that a large number of eclampsia cases are 
reported in the literature which had absolutely no 
kidney changes whatsoever and on section showed 
very severe liver changes. Severe liver changes 
usually run parallel with a severe symptomatic 
picture but that there are severe symptomatic cases 
with mild pathological changes in the liver is 
proved by the author’s ten cases of this type. In 
these cases there existed also a disturbance of 
kidney function of moderate degree and also a 
moderate change of these organs anatomically. 
This perhaps may be designated as the kidney 
eclampsia cases. In a third group are placed all 
those cases which had only very slight or no anatom- 
ical changes of the liver and died of some other 
cause. There were 14 such cases of which 3 showed 
absolutely no liver changes. A kidney disturbance, 
however, was present in all of these cases, but usu- 
ally receded shortly after the delivery. 

In a later paper the author will endeavor to 
determine whether it is possible to differentiate the 
cases into the same classification from the clinical 
picture alone. L. A, JUHNKE. 


Zangemeister, W.: Eclampsiaasa Result of Cranial 
Pressure (Die Eklampsie eine Hirndruckfolge). 
Zischr. f. Geburtsh. u. Gynaek., 1916, \xxix, No. 1. 


As early as 1913 the author pointed out the 
marked similarity between the cerebral symptoms 
of eclampsia and the symptoms following induced 
cerebral pressure in animals. Later, trephining 
done therapeutically showed that in reality such 
pressure existed in eclampsia and that its cause 
was oedema of the brain. This proof confirmed the 
presence of increased cerebral pressure and pointed 
etiologically to an anomaly seen quite commonly 
in the pregnant woman in other parts of the body 
and in an advanced degree is recognized as hydrops 
gravidarum and a frequent forerunner of eclampsia. 
The supposition has been accepted as fact that 
hydrops gravidarum can be the cause of eclampsia 
if the oedema extends to the brain. 

Further studies have shown that the eclamptic 
phenomena not only do not justify such belief, but 
force the conclusion that the increased cerebral 
pressure must be considered as the causal factor of 
eclampsia. ‘The cause of the increased pressure is 
an oedema which is only a part of the generalized 
hydrops occurring in certain pregnant women. 

The results of therapy, especially the favorable 
influence of emptying the uterus, venesection in 
sufficient quantity, the use of narcotics, etc., can 
easily be explained upon the theory of cerebral 
pressure. It is especially important that the early 
symptoms of increased cerebral pressure and espe- 
cially of hydrops gravidarum be observed and an 
effective prophylaxis instituted. L. A. JUHNKE. 


Kosmak, G. W.: The Conservative Treatment of 
Eclampsia. Am. J. Surg., 1916, xxx, 355. 


Kosmak considers that an eclamptic patient is 
in a condition of shock and that an attempt at 
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operative delivery adds to this shock. The mother’s 
life is the first consideration as the infants are fre- 
quently so poisoned that they do not survive. He 
believes all cases of eclampsia tend to terminate in 
labor and delivery spontaneously. 

The treatment is as follows: Morphine sulphate, 
grain one-fourth, is given hypodermically at once 
and in an hour one-eighth grain, repeated every 
hour if necessary for two doses. A strong soapsuds 
enema is given and if the patient becomes conscious 
between convulsions one-half to one ounce of magne- 
sium sulphate dissolved in water is given by mouth. 
High colonic irrigation of a sugar solution, one tea- 
spoonful to one pint of water, heated to 110° F., is 
given with the patient on the left side and quiet 
induced by ether anesthesia if necessary. One- 
half pint of sugar solution is left in the rectum. A 
hot wet pack for twenty minutes followed by a dry 
pack for one hour is repeated every four hours, as is 
also the colonic irrigation. If the cervix is suffi- 
ciently dilated a Voorhees bag may be inserted. 
Gastric lavage is performed if possible. None of 
these measures are resorted to if they disturb the 
patient before the morphine has taken effect or if 
an anesthetic cannot be given. If there is marked 
cyanosis and blood-pressure above 175, 8 to 12 
ounces of blood are drawn from the vein. 

If the patient has not delivered herself within ten 
to twelve hours after the first series of morphine in- 
jections, further small injections of morphine may 
be employed if necessary, or bromide and chloral 
given per rectum. Delivery may be hastened by 
rupturing the membranes or applying forceps, de- 
pending on conditions present. The author be- 
lieves cesarean section in primipare is sometimes 
necessary. D. H. Boyp. 


Rongy, A. J.: Rupture of the Cesarean Scar. Am. 
J. Obst., N. Y., 1916, xxiv, 954. 


The author reports.two cases of spontaneous 
rupture of the uterine scar during pregnancy, and 
one of threatened rupture during labor. From his 
study of this subject he reaches these conclusions: 

1. Spontaneous rupture of the c#sarean scar 
occurs in about 3 per cent of the cases. In most 
instances rupture takes place during labor. It 
takes place not infrequently during the latter half 
of the pregnancy, especially during the last six weeks. 

2. We have no means by which we can judge the 
strength of the scar. Rupture will occur in cases 
which run an afebrile course and in which union of 
the wound has apparently occurred primarily. 

3. One third of all patients who undergo subse- 
quent cesarean section show evidence of inflam- 
matory reaction in and about the uterine wound. 
The result in such cases is a weakened scar. 

4. Proper suturing of the uterine wound and 
exact approximation of the edges will not always 
prevent subsequent rupture of the scar. 

5. The mortality rate of repeated section is 
smaller than that of primary cesarean section, 
because these patients are more carefully watched. 
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6. A patient who has once had a cesarean 
section should not be allowed to go through a tedious 
or severe labor. If labor does not progress rapidly, 
cesarean section should be performed. 

7. When advising a patient to have a cwsarean 
section, the management of subsequent pregnancies 
should be taken into consideration and discussed 
with some member of the family. 

8. As a general rule, it may be stated that fully 
75 per cent of women who have had a cesarean 
section are delivered by repeated sections during 
their subsequent labors. 

9. The obstetrician should always bear in mind 
that caesarean section creates a new problem for 
the woman, and therefore he should carefully weigh 
the indications before he decides upon the abdom- 
inal route. He should remember that the dictum, 
“Once a cesarean, always a cesarean,” holds true 
in fully 75 per cent of cases. 

Finally, it is the author’s belief that the caesarean 
section is very frequently resorted to in cases which 
should be delivered by other methods. Abdominal 
section is a major obstetrical operation. Surgeons 
and gynecologists, who have no obstetrical knowl- 
edge, are not competent to make a proper diagnosis 
and should not perform it. Obstetrics, in order to 
gain the respect of both the community and the 
medical profession, should be practiced only by 
those who have a proper training. C. H. Davis. 


Offermann, I. I.: The Healing and End-Results in 
the Scar of Transverse Fundus Incisions in the 
Fritsch Caesarean Section (Heilung und Spet- 
folgen der Narbe beim queren Fundusschnitt beim 
Kaiserschnitt nach Fritsch). Monatschr. f. Ge- 
burtsh. u. Gynaek., 1916, xliv, No. 3. 


Offermann describes a Porro operation which he 
made a year and a half after a caesarean section 
with fundus incision according to the Fritsch 
method, and in which the scar of the old incision 
was found much shriveled and consisting mainly of 
connective tissue. It was very thin, in one place 
being only about 1 mm. thick. The author has 
collected from the literature 21 cases of rupture 
of the old scar; 9 cases of adhesive formations and 
ileus due to the scar; and 2 cases of suppuration in 
the scar, after transverse fundus incisions. He 
arrives at the conclusion that a transverse fundus 
incision in no wise prevents later rupture, and that 
it has no advantages over the median longitudinal 
incision; furthermore, that this method of operation 
and this position of the incision favors adherences 
with their dangerous sequele, and also suppuration 
with its serious complications. 

Von Franqué adds a supplement to this article in 
which he reports a further case of rupture of the scar 
of an old fundus incision which was discovered three 
years later at a subsequent cesarean section. He 
also comes to the conclusion that the transverse 
fundus incision has not fulfilled the expectations 
which Fritsch and others promised for it, and that 
therefore he has abandoned it. W. A. BRENNAN. 


INTERNATIONAL ABSTRACT OF SURGERY 


Soler and Julia: Treatment of Retentions in 
Abortions (Cobre tratamiento de las retenciones 
en los abortos). Rev. de med. y cirug. pract., 
Madrid., 1916, xl, 222. 

The author discusses the views of those who favor 
intervention and those who insist on abstention in 
the treatment of uterine retentions after abortion. 

The bacteriologic investigations of Winter were 
made on the lochiew alone, without taking into ac- 
count the prior existence of bacteria in the blood, a 
circumstance which modifies his deductions, and 
which places only a secondary value upon them, as a 
support of abstention. 

Emptying of the uterus, done opportunely with 
a good technique and good postoperative care has 
saved many lives. ‘In cases in which the retention 
occasions only a slight hemorrhage and a delay in 
subinvolution, the administration of ergot and slight 
tamponade suffices. When hemorrhage is abund- 
ant and persists curetting should be done with 
the fingers or with the curette, and intra-uterine 
treatment with essence of turpentine instituted. 
When the hemorrhage is infective (foctid lochiz, 
augmentation of pulse and temperature) emptying 
of the uterus should be followed by irrigation with 
turpentized serum at low pressure. Permanent 
drainage with a double rubber tube gives good 
service, particularly in cases where there is some 
uterine deviation. Curettage ‘suppresses the re- 
tentions which if retained may infect, or which are 
already infective. Curettage can prevent a bac- 
teremia, but it cannot cure it. W.A. BRENNAN. 


Esch, P.: The Pernicious (Hzemolytic) Anemia of 
Pregnancy, with More or Less Typical Perni- 
cious Blood Picture (Ueber die perniciosartige 
(haemolytische) Graviditaetsanaemia, mit typischen 
oder weinger typischem pernicioesen Blutbefunde). 
Zischr. f. Geburtsh. u. Gynack., 1916, \xxix, No. 1. 


At the Marburg Clinic there were observed during 
the past three years 6 cases of severe anemia during 
pregnancy and the puerperium of which 3 died and 
3 recovered. In 2 of the recovered cases we can 
speak of permanent cure but in the third case only 
a year has elapsed since the patient has been 
discharged. In regard to the general picture and 
the anatomical findings, the cases which died 
resembled very closely the clinical picture of the 
progressive pernicious anemia of Biermer. In 
addition, 2 cases had the classical blood picture of 
Ehrlich with a high color index, whereas the other 
4 showed deviations from this, but these deviations 
were not greater than those observed in classical 
pernicious anemia. Points of difference between 
the anemia of pregnancy and the classical pernicious 
anemia of Biermer, however, are seen in the etiology 
and in the course of the disease. Contrary to per- 


nicious anemia there is undoubtedly an etiological 
relationship between pregnancy and the anemia 
and probably a predisposing factor exists and the 
pregnancy is merely an exciting cause. The bone- 
marrow changes and the appearance of nucleated 
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red cells in the blood must be considered as com- 
pensating phenomena, whereas the increased de- 
struction of blood-cells causing clinically the sub- 
icteric discoloration of the skin and the urobilin 
excretion and anatomically the hemosiderosis must 
be looked upon as primary. 

All patients were admitted into the clinic with a 
fully developed clinical picture. Observation re- 
garding the early symptoms of the disease are entire- 
ly lacking in the literature, as the patients in spite 
of marked changes in the blood are able to work and 
therefore come to the clinic late. 

Therapeutically we have no successful remedy for 
this anemia of pregnancy, probably because the 
disease is seen so late in pregnancy. In future an 
effort should be made to recognize the disease 
earlier and inaugurate energetic measures imme- 
diately. If, in spite of energetic treatment, the 
disease progresses the pregnancy should be inter- 
rupted. L. A. JUHNKE. 


Hirst, J. C.: The Control of the Nausea and Vomit- 
ing of Pregnancy by Intramuscular Injections 
of Corpus Luteum Extract. J. Am. M. Ass., 
1916, Ixvii, 1848. 

A preliminary report on this subject has already 
appeared. ‘This article is the result of further ex- 
perience. 

Corpus luteum extract has now been used in 25 
consecutive cases, taken without any attempt to 
choose the favorable or eliminate the unfavorable. 
It was successful in controlling the nausea and vomit- 
ing in 21 of the 25. In 4 it proved a complete fail- 
ure and did not in any way check the vomiting. 

Of the successful cases, 2 were of the pernicious 
type in which the vomiting was so severe that the 
termination of pregnancy was seriously considered. 
In one of these, 14 doses were given (2 daily, 1 ccm. 
each), and in the other 17 (also twice daily). 

Another curious fact is the sedative action in 
markedly neurasthenic cases. Not only was the 
nausea improved, but also the patients’ nervous 
phenomena. The dizziness, headache, and other 
nervous manifestations of early pregnancy seemed 
to be remarkably controlled. 

In the average case of nausea, in which it amounts 
only to discomfort and the vomiting is limited to 
one or two morning attacks, the patient will usually 
respond to a dose of 1 ccm. every other day for five 
or six doses. In the more severe cases, when nausea 
is constant and the patients are subject to frequent 
paroxysms of vomiting at any time during the day, 
the dose should be 1 ccm. daily for from twelve to 
fifteen doses. During the period of treatment, the 
patient’s activity should be curtailed and as much 
rest as possible is essential. 

In the pernicious cases, the author has given 1 ccm. 
twice daily and would not hesitate to give more 
than this. These patients are confined to bed, of 
course. 

All injections are given deep into the muscle and 
never subcutaneously. Epwarp L. CornELL. 


De Lee, J. B.: Diagnosis and Management of 
Pregnancy in the Presence of Acute Abdominal 
Conditions. Surg.,Gynec. & Obst., 1916, xxiii, 660. 


The author doubts if there is a surgeon or gyne- 
cologist of experience who has not opened the abdo- 
men for appendicitis and found ruptured eccyesis, 
or conversely. An ectopic pregnancy can give all 
the symptoms and signs of agpendicitis — pain, 
vomiting, tympany, fever, leucocytosis, abdominal 
rigidity, etc. A rising leucocyte count, however, 
taken every two hours, has a great deal of signifi- 
cance, especially if there is, at the same time, an 
undiminished hemoglobin index. 

Most difficult and often impossible is the diagno- 
sis when extra-uterine pregnancy and appendicitis 
coexist, or when extra-uterine pregnancy and tuber- 
cular salpingitis coexist. 

More important is the treatment of pregnancy in 
the presence of acute abdominal conditions. It is 
best to open the abdomen in practically all cases of 
eccyesis and remove the products of conception. 
In rare instances, where a hematoma is very old 
and absolutely quiescent, one may await its spon- 
taneous absorption. 

Without question the best treatment of acute 
appendicitis is immediate operation and, if possible, 
removal of the organ. ‘The incision must be made 
higher and further in the flank, the more advanced in 
pregnancy the woman is found to be. Every 
effort should be made to reduce the amount of 
handling of the uterus and, if drains are inserted, 
they should not impinge on the uterus, if at all 
avoidable. Morphine in large doses should be given 
after operation in order to prevent abortion or pre- 
mature labor. If uterine action supervenes, the 
labor must be conducted with a minimum of dis- 
turbance of the uterus. Newly formed pericecal 
and peri-uterine adhesions may not be broken, 
which means that one should try to get Nature to 
empty the uterus without the necessity of manual 
or instrumental invasion of its cavity. In abortions 
the tampon should be used and, if necessary, the 
curette, which by proper manipulation will move the 
uterus around less than manual curage. Un- 
fortunately it is often necessary to clean out the 
uterus because the organ, usually inflamed, cannot 
empty itself. In such cases spreading of the pus by 
breaking protective adhesions is almost inevitable 
and may be the direct cause of death. To avoid 
this accident Kroenig recommends the following 
for suppurative appendicitis: opening, draining, 
and walling off the abscess; delivery from below by 
vaginal cesarean section; inspection of the abdom- 
inal contents and renewed walling off of any part 
disturbed by the vaginal delivery. 

If abortion is impending at the time of operation, 
the uterus should be emptied first, then the abdomen 
opened. If the woman is at term, cesarean section 
had best not be done (unless there are other in- 
dications for it), but the appendicitis should be 
treated and then large doses of opium given in the 
hope that labor will not supervene until the ad- 
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hesions are very firm and the pus nearly all drained 
out. If a cesarean section is done in the presence 
of a general peritonitis, the uterus had better be re- 
moved and the pelvis widely drained from below. 

Acute inflammation of the fallopian tubes is rare 
during pregnancy. Contrary to the treatment out- 
side of pregnancy, salpingectomy is recommended 
in these cases to grevent rupture during labor and 
infection during the puerperium. 

Should labor come on during an attack of chole- 
cystitis, delivery should be operatively consummated 
as soon as possible. It is important to prevent 
bearing-down efforts which might rupture the gall- 
bladder. Chloroform should not be given; it de- 
stroys the liver, already affected by inflammation. 

Pregnancy may cause ileus, by stretching an 
adherent coil or knuckle of gut, or tightening an old 
adhesion around it. In such cases emptying the 
uterus will relieve the obstruction. If ileus occurs 
before the child is viable, the abdomen had better 
be opened and the intestine freed. After viability, 
the uterus should be emptied from below and if this 
does not at once remove the trouble, laparotomy is 
indicated. 

Peritonitis following ileus in pregnancy and the 
puerperium is very fatal; therefore, early treatment 
is imperative. 

In the acute ureteropyelitis, it is very seldom 
necessary to empty the uterus to effect a cure. In 
real renal abscess, drainage is indicated. Deaver 
has done cesarean section seven times for this in- 
dication and it deserves very respectful consideration. 

Rupture of the uterus during pregnancy requires 
laparotomy. Perforation of the uterus made during 
an attempt at criminal abortion also requires im- 
mediate laparotomy. The uterus should be emp- 
tied through the perforation, enlarged if necessary. 
Whether or not the uterus should be removed de- 
pends on circumstances. 

Strangulated hernia is very rare during preg- 
nancy and labor, but various ruptures are not un- 
common. Unless the gut is adherent, the growing 
uterus pushes the contents of the sac out and away 
from the hernial opening and makes a temporary 
cure, but the ring is enlarged by the distraction of 
its pillars and the hernia is worse in the puerperium, 
though incarceration is rare. Treatment of hernia 
is the same as at any other time when threatening 
symptoms occur. During labor it is not wise to 
allow too strong bearing-down efforts if the hernial 
tumor seems to be enlarging. Forceps should 
be applied soon after the dilatation is complete. 

When possible all operations should be post- 
poned until after delivery. Indications for opening 
the abdomen should be very strict during preg- 
nancy.. It may be advisable to empty the uterus 
as a preliminary measure. Epwarp L. CorNELL. 


McLean, J. H.: Appendicitis in Pregnant Women. 
Texas St. J. Med., 1916, xii, 296. 


Since the childbearing period is the most sus- 
ceptible time for appendicitis it must necessarily 


INTERNATIONAL ABSTRACT OF SURGERY 


follow that the two conditions occur simultaneously 
more frequently than is recognized. The general 
surgeon sees so many cases of appendicitis and so 
few pregnancies, while the obstetrician sees so many 
pregnancies and so few cases of appendicitis that 
both are likely to underestimate the seriousness of 
the combination until irreparable damage has been 
done. Pregnancy may be moving along smoothly 
enough until interfered with by old appendiceal 
adhesions or worse still by a sudden acute lesion 
with rupture. Pregnancy and a chronic appendix 
each react unfavorably upon the other. The acute 
appendix associated with appendicitis demands the 
same speedy removal as all other such appendices. 
Abortion is less likely to occur after appendectomy 
well done, and the mortality is no greater with an 
accompanying pregnancy than without it, providing 
abortion does not occur. McLean advises the avoid- 
ing of operation at a menstrual period. The op- 
eration should be done quickly with a minimum of 
handling of viscera; and the use of gas-oxygen 
anwsthesia. C. D. Hotes. 


Lewis, H. F.: The Diagnosis and Management of 
Pelvic Affections Complicating Pregnancy. 
Surg., Gynec. & Obst., 1916, xxiii, 663. 

Of affections of the uterus, the author considers 
only retroversioflexion and rupture. Evil results of 
backward displacements of the gravid uterus are 
not common, but, when they do occur, are among 
the most serious complications of pregnancy. Such 
displacements are among the commonest of uterine 
disorders, and pregnancy is not rare in women who 
have them. In most instances the displaced uterus 
is spontaneously replaced as it enlarges and ascends 
into the abdomen. 

The diagnosis can be made from reflex vomiting 
and nausea, from pressure symptoms, causing pains 
in the sacrum and lumbar back, and from symptoms 
of disturbance of the bladder. 

Numerous cases are recorded where the gynecol- 
ogist opened the abdomen, separated adhesions, 
and reduced the misplaced uterus. Some have even 
performed ventrosuspension or shortening of the 
round ligaments after having replaced the uterus. 
Of course, most of the reported cases were successful. 
The author’s opinion is that such suspensory opera- 
tions upon the uterus are as unwise as they are 
unnecessary. If the retroflexed or retroverted 
uterus can be freed from the retaining adhesions 
and can be replaced in its normal position, it can 
be held there by light tamponade or by a soft 
round pessary for the short time which will elapse 
before it will be naturally retained above the 
superior strait on account of its increased size. 

Where the pregnancy has advanced to the fourth 
month or beyond, it is seldom easy to separate the 
adhesions and reduce the uterus until after it 
has been emptied by abdominal operation. One 
should not wait for bladder symptoms, but should 
operate as soon as he has made the diagnosis and 
has found that he cannot easily reduce the displace- 
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ment under anesthesia. When the bladder symp- 
toms appear, the case is usually in a dangerous 
stage. 

Rupture of the uterus during pregnancy may occur 
even in the early months, but is less rare the nearer 
the pregnancy approaches full term. The main and 
first diagnostic points are sudden shock with 
symptoms of internal hemorrhage. 

The treatment of rupture after opening the 
abdomen will depend upon the extent and location 
of the rupture, the amount of hemorrhage, the 
chances of infection, and somewhat on the age of the 
patient. In some few instances it will be safe to 
clear out the uterus, removing the foetus and 
secundines, to suture the uterine wall as in cesarean 
section, and to remove some of the fluid and clots 
from the peritoneal cavity. This procedure is only 
permissible when the rent is clean-cut and readily 
accessible, when the hemorrhage has not continued 
to the extent of apparent exsanguination, when the 
chances of infection are minimum, and when the 
woman is still young. Otherwise the uterus should 
be removed by supravaginal amputation. 

Acute salpingitis does not call for operative treat- 
ment during pregnancy any more than under other 
circumstances. 

A tubal abscess or other pelvic collection of pus, 
which points at the vault of the vagina, should be 
opened per vaginam, especially during the early 
months. It is best to drain such a source of infec- 
tion before pressure of the enlarging uterus ruptures 
the abscess with consequent danger of peritonitis 
or other puerperal infection. 

The frequency of ovarian tumors in pregnancy is 
I to 3,000. When the ovarian tumor causes dis- 
turbance from its presence during pregnancy, the 
most common complication is torsion of the pedicle, 
which occurs in 80 per cent of such cases. 

Torsion of the pedicle in ovarian cysts is more 
common in the first half of pregnancy than later 
and is rather more common at that period than in 
the non-pregnant woman. 

The prevailing opinion is that ovarian tumors 
should be removed if discovered during a stage in 
the pregnancy when they can be removed without 
great damage to the pregnant uterus. If discovered 
only at the time of labor or near labor and they are 
so situated that they are not interfering with the 
mechanism, they should be allowed to remain and 
be removed after the puerperium. If so situated 
that they are imperiling the passage of the child 
and the pregnancy is so far advanced that a viable 
child may be expected, casarean section should be 
performed with immediate removal of the tumor. 

Epwarp L. CorneELt. 


Andrews, E. W.: Diagnosis and Management of 
Acute Extrapelvic Conditions During Preg- 
nancy. Surg., Gynec., & Obst., 1916, xxiii, 657. 

Problems are constantly occurring which could 
easily be solved by a conference between a surgeon 
and an obstetrician, but which are not so easily 


settled by merely asking the advice of an obstetric 
specialist. When to operate or whether to operate 
for an appendicitis that is latent, whether such an 
interference should be late or early in the pregnant, 
whether it is more dangerous to leave such con- 
ditions untouched or to risk the termination of 
gestation — these are all problems upon which no 
two specialists agree either as to:the fundamental 
principles or individual cases. 

One authority considers the problem with most 
regard for the welfare of the mother, another 
observer considers first of all the welfare of the 
unborn child, and these different standpoints make 
it difficult to arrange our premises so as to arrive 
always at the same conclusion. Even if the science 
of midwifery has not settled all doubtful points, 
the obstetrician should have decisive authority and 
the general surgeon should feel his limitations very 
closely. The obstetrician should be the dictator 
and his judgment should override that of the 
surgeon in borderline cases. 

No better summary of the surgeon’s standpoint, 
which in reality should rest upon what he has been 
taught by the obstetrician, can be given than to 
repeat the rules laid down by Raeder: 

“‘t, Women expecting to be pregnant should be 
given a thorough physical examination. 

“2, Every functional defect should be corrected 
before pregnancy. 

“3. No operation which can be deferred should be 
performed during pregnancy. 

“4. Any operation which will contribute to the 
safety of the patient should be performed.” 

Epwarp L. CorneELL. 


Lawrence, C. H.: Failing Cardiac Compensation 
During Pregnancy. Boston M. & S. J., 1916, 
clxxv, 858. 

Lawrence states that the classical signs of failing 
heart, such as dyspnoea, oedema, and tachycardia 
often appear too late to avoid catastrophe. ‘There- 
fore, if patients with cardiac lesions are to be carried 
through pregnancy successfully it is necessary to 
recognize the minor signs of failing compensation. 
These are elicited by a careful past history and by 
certain functional tests. The past history often 
shows that the patient has had intermittent periods 
of feeling below par, often accompanied by slight, 
continued, unproductive cough and broken sleep. 
Occasionally there is a history of intermittent dis- 
comfort near the shoulder blade or slight pain in the 
precordia. With the patient under conditions of 
absolute rest certain functional tests should be 
tried. Taszkai states that while normally the 
pulse-rate increases with the change from lying 
to standing, this reaction is abolished early in 
pregnancy and its appearance means myocardial 
insufficiency. Schoonmaker has found that a 
decrease in systolic pressure and in pulse-pressure 
following the change from the lying to the standing 
position or after moderate exercise has been asso- 
ciated with poor myocardial efficiency. In addition, 
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the respiratory rate, the urinary output, and, in 
cases of mitral stenosis, the discrepancy between the 
apex and radial rates, or pulse deficit, should all be 
observed. ‘The author also believes that the effect 
of small doses of digitalis should be tested on all 
who have shown signs of decompensation, as the 
drug will very likely be needed later on. 

If the patient has had a previous break in com- 
pensation or numerous small periods of inefficiency 
of the circulation, or if with mitral stenosis the 
latter only have occurred frequently, sudden death 
or chronic invalidism is too often the result to justify 
the physician in advising the continuance of preg- 
nancy. Should the patient elect to run the risk 
for the sake of a living child the author believes that 
she should be given small doses of digitalis more or 
less continuously and treated as ambulatory to pre- 
pare her for labor by avoiding muscular weakness 
and constipation. Abdominal distention should 
be guarded against by care in the use of digitalis, 
the elimination of carbohydrates from the diet, and 
the division of the necessary amount of food into 
six small meals daily. Emergencies in mitral le- 
sions due to acute dilatation call for venesection and 
for stimulation of the myocardium by digipuratum 
intravenously or strophanthin if the patient is free 
from digitalis. 

In spite of the greatest care there will be unavoid- 
able catastrophies. Pregnancy and_ imperfect 
cardiac compensation are incompatible; either good 
compensation must be maintained under ambulatory 
conditions or pregnancy must be terminated. 

F. C. Irvine. 


Harris, S. H.: Some Observations on Acute Renal 
Infection in Pregnancy and the Puerperium. 
Med. J. Austral., 1916, ii, 291. 


Thirty-two cases were subjected to careful cysto- 
scopic examination and treated by the retained 
ureteral catheter. They form, in the main, the 
basis for the subject matter of this report. 

Twenty-two of the patients were primipare and 
ten multipare. The pelvic capacity in each ex- 
ceeded 4 drams, the average being approximately 
7.5 drams; the greatest was 3.5 ounces. Eleven 
other patients pregnant from sixteen weeks upward, 
suffering from more or less vague, or in some cases 
severe, pains in the region of the right kidney whose 
urine was full of pus and bacteria at the time of 
examination, were also subjected to cystoscopic 
examination. The pelvic capacity in each case 
exceeded 4 drams and relief of symptoms followed 
catheterization in all. 

The right kidney was involved in every one of the 
32 cases of this series, both sides in 6. In no case 
was the left side alone affected. In the 6 bilateral 
cases the left kidney was infected after the right 
and to a less degree, as though it were a secondary 
and ascending infection. ‘The same extent of dilata- 
tion was never found in the left kidney, though the 
cubic capacity in each case was above the normal — 
about 10 ccm., or 2.5 drams. 
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In every case of the series a pure growth of bacil- 
lus coli communis was obtained from the catheter- 
ized urine from the renal pelvis, though in 7 of the 
cases the bladder urine showed a mixed infection, 
with staphylococci in 6 and streptococci in one case. 

These findings warrant the deductions that 
pyuria and pain confined to the left side are prob- 
ably due to causes other than pyelitis gravidarum 
and that pyuria in pregnancy, associated with other 
organisms in the renal pelvis than bacillus coli 
communis, probably owes its origin to some cause 
other than pyelitis gravidarum. 

In 18 of the 32 cases the obstruction was situated 
from 6 to 8 inches above the ureterovesical orifice. 
In the remaining 12 cases no obstruction was 
detected by the ureteral catheter, though in one 
case in which pyelography was performed the 
ureter was seen to be dilated to within about two 
inches of the pelvic brim. It is very probable that 
in some of these cases a tense psoas parvus tendon 
is a contributing cause of the ureteral obstruction. 

The author’s conclusions are: 

1. Pyelitis gravidarum is a pathological entity 
sui generis. It is characterized typically by dilata- 
tion of the right renal pelvis and ureter exceeding 
the capacity of a half-ounce, ureteral obstruction 
at a short distance above or at the level of the pelvic 
brim, and by the presence of pus and bacillus coli 
communis in the urine. 

2. Hydronephrosis and hydro-ureter exceeding 
a half ounce, associated or not with pain, precede 
the onset of infection probably in all cases of 
pyelitis gravidarum. 

3. The disease is either limited to or involves 
primarily the right upper urinary tract, the left 
being involved, if at all, later, and to a less degree. 

- 4. In the vast majority of cases, if not in all, the 
infecting organism is the bacillus coli communis. 

5. When organisms other than, or in addition to, 
the bacillus coli communis are found in the urine 
drawn by catheter from the renal pelvis, there is 
probably some cause other than, or in addition to, 
pyelitis gravidarum. This does not apply in the 
case of urine obtained by catheter from the bladder, 
which not infrequently shows a mixed infection in 
pyelitis gravidarum. 

6. When in a pregnant woman there is pyuria 
and pain involving only the left kidney, the condi- 
tion probably owes its origin to some cause other 
than pyelitis gravidarum. 

7. Serious cases, or even cases with persistent 
renal tenderness, especially if associated with a 
marked grade of pyuria and albuminuria, should 
not be permitted to drag on indefinitely, but should 
be submitted to ureteral catheterization, or, failing 
this, to induction of premature labor. Relief of the 


obstruction to the urinary flow is as urgently needed 
in this condition as it is in cases of stricture of the 
urethra, enlargement of the prostate, or in infected 
ureteral calculus. 

8. The typical acute renal infection of the puer- 
perium is essentially a different disease from pyelitis 
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gravidarum and is, in most cases, a true ascending 
pyelonephritis, analogous to the catheter fever and 
surgical kidney of the male genito-urinary patient, 
though not necessarily due to catheter infection. 

 Epwarp L. Corne.t. 


La Roque, G. P:: Surgery During and for Compli- 
cated Pregnancy, Labor, and Miscarriage; 
Standardization of the Surgeon. Virg. M. Semi- 
Month., 1916, xxi, 381. 


In the 40 cases reported by the author the follow- 
ing conditions were observed and the necessary 
operations performed: 

Two cases were operated upon for acute appen- 
dicitis in pregnancy at five months accompanied by 
pernicious vomiting. ‘Though the pregnancy was 
uninterrupted the vomiting was relieved and there 
were no sequellz. 

Varicose veins of the thigh and vulva were re- 
moved in a woman five months pregnant with no 
interruption of pregnancy. 

Four desperate cases of pernicious vomiting of 
pregnancy required opening of the uterus at six and 
eight weeks, respectively. 

One case of active pulmonary tuberculosis was 
aborted at eight weeks; one two weeks’ pregnancy 
was interrupted with a routine curettage as a routine 
part of a trachelorraphy. 

Immediate cure of a suppurative right pyelitis 
followed the evacuation of a five months’ pregnancy. 
Another similar case with stones in one ureter also 
had a similar subsequent history. In another case 
podalic version was resorted to with rapid delivery 
for pernicious vomiting. A violent case of eclampsia 
of nine hours’ duration was delivered by cesarean 
section, with no subsequent convulsions but death 
followed in coma. Another hysterotomy was done 
for placenta pravia of two months’ duration; while 
a third was done at term on a forty-year-old primip- 
ara with delivery of a twelve and a half pound 
baby. A fourth cesarean section was made neces- 
sary by a violent eclampsia of ten hours’ duration 
and was followed by one convulsion and death in 
coma. Placenta previa at four and a half months 
in a fifth case gave a perfect result. Ruptured 
tubal pregnancy was interrupted in four cases with 
perfect result. 

A subtotal hysterectomy was done in one case 
for removal of an incarcerated, posteriorly dis- 
placed uterus complicated by fibroids, two months’ 
pregnancy, and double suppurating salpingitis with 
pelvic peritonitis. 

Another incarcerated posteriorly displaced uterus 
with continuous bleeding in a two and one-half 
months’ pregnancy required emptying and sus- 
pension. 

One exploratory laparotomy for mistaken diag- 
nosis of abdominal tumor was done. This was 
followed by a normal pregnancy and labor. The 
uterus was emptied of a large clot and packed for 
one case of violent postpartum haemorrhage the 
tenth day following labor. 


Dilatation and curettage for incomplete abortion 
was performed eleven times. 

One inflamed ovarian cyst complicated by pelvic 
peritonitis was removed during the puerperium. 

In this series of 40 cases there were three deaths 
and one slight wound infection. In all the other 
cases convalesence was speedy and uncomplicated 
and cure was complete. C. D. Hotmes. 


LABOR AND ITS COMPLICATIONS 


Titus, P.: Pubiotomy in Impacted Face Presenta- 
tions. Surg., Gynec. & Obst., 1916, xxiii, 733. 


Ina search of the literature, Titus found but eight 
cases of pubiotomy for impacted face presentation. 
From analysis of these he concludes that the opera- 
tion has a definite but restricted field of usefulness. 
His deductions are as follows: 

Spontaneous delivery is held impossible in face 
presentation with the chin rotated to the hollow 
of the sacrum, and craniotomy is the treatment ad- 
vised even on living babes. 

Face presentation occurs four times in a thousand 
labors; in one per cent of all face presentations the 
chin rotates to the sacrum even though sufficient 
time and some assistance be given for anterior 
rotation. 

Treatments outlined depend upon the causes of 
the anomaly and the stage at which it is diagnosed. 
The causes considered are moderate pelvic contrac- 
tion, large foetal head, and malpositions of the 
uterus. In general, if the anomaly is discovered 
early, it should be changed to a normal position. 

If a face is not too firmly engaged, it may be 
changed to vertex presentation by the maneuver of 
Baudelocque or Schatz; but if the face is moulded 
to the inlet, it tends to again present. Internal 
version is therefore suggested unless contra-indicated 
by long-ruptured membranes. 

With the chin posterior and rotated to the hollow 
of the sacrum, the face is impacted and cannot be 
changed to a vertex presentation; nor, unless the 
head be small, can a spontaneous or forceps delivery 
occur. With a dead or moribund child craniotomy 
is indicated; but with mother and babe in good 
condition, the author objects to craniotomy. 

For the treatment of this complication reference 
to the obstetrical writers De Lee, Hirst, Berkeley, 
Bonney, Edgar, Cragin, and Bumm finds pubiotomy 
but slightly mentioned if at all, preference being 
given either to caesarean section or craniotomy. 

Combating the idea that pubiotomy for all indica- 
tions is relatively the more serious operation, Titus 
contrasts 810 pubiotomies showing a maternal mor- 
tality of 3.81 per cent and a foetal mortality of 7.09 
per cent, with craniotomies for 20 years at the 
New York Lying-In Hospital showing a maternal 
mortality of 15.5 per cent and of course 100 per cent 
mortality for the babes. 

Individual reports and individual opinions show 
pubiotomy to be even less hazardous. Menge of 
Heidelberg had but one death, a babe, in 36 pubioto- 
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mies. Williams of Johns Hopkins had no fatalities 
in 43 pubiotomies. Williams and Doederlein hold 
that the mortality should not be above one or two 
per cent. 

As anindication for pubiotomy Reed would include 
any malposition of the head in a normal pelvis not 
delivering in a reasonable time, the condition of 
mother and babe being the criterion. Davis and 
Poucher admit no personal experience with the 
operation but base adverse criticism on the results 
observed. Poucher and Miller suggest abdominal 
section for impacted face presentation, but the 
author points out that the mortality from pubiot- 
omy under these circumstances is less than from 
cesarean section; that it permanently enlarges the 
pelvic ring, permitting future spontaneous births, 
while section requires repetition at each subsequent 
birth. He also mentions as factors militating against 
section its poorer prognosis after rupture of the 
membranes, examinations, other attempts at treat- 
ment, and the withdrawal over an aseptic field of a 
presenting part which had progressed down into the 
pelvis. Rongy is quoted as summarizing the rela- 
tion between cesarean section and pubiotomy: 
“Where cesarean section is indicated, pubiotomy is 
contra-indicated; and vice versa.” 

As a definite indication for pubiotomy, the author 
gives face presentation with posterior rotation— 
engagement so deep being accepted as practical 
proof of no contra-indicating disproportion between 
the presenting part and the inlet, the outlet alone 
having to be further considered. 

In reviewing the literature credit is given A. H. 
Morse for compilation up to 1912. Morse found 
but four cases of pubiotomy for impacted face 
presentations. The death of three out of the four 
children is attributed not to the operation per se, 
but first, to the asphyxiated condition of the child 
before the operation was begun; second, to a 
contracted pelvis and a head pressed down upon, 
and not into, the inlet; i.e., a contra-indicating 
disproportion between inlet and presenting part; 
third, to prolonged delay for spontaneous delivery 
after performing pubiotomy. In three of the four 
mothers, the operation was harmless; in the fourth 
there was infection of the operative incision, strep- 
tococcic endometritis, thrombosis of both legs, but 
eventual recovery. To the above four cases Morse 
— a case of his own in which results were excel- 
ent. 

Including the author’s own case the literature 
discloses but three further pubiotomies done for this 
indication: Jacobson’s, which showed sloughing of 
the vagina from prolonged pressure of the foetal 
part; Williams’, which was successful in every way; 
and the author’s own in a simple flat pelvis. In the 
last case there was an infection of the incision which 
granulated together in ten days with no sequel. 
The patient also developed a tuberculous area at 
the base of the right lung. Her examination on 
discharge showed only shallow cervical lacerations 
and a shallow groove in the pubic bone, also an 
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apparently enlarged pelvic girdle. Examination a 
month after discharge showed callus formation and 
some mobility at the point of bony section. 

All of the cases cited were poor surgical risks 
because of repeated examinations, long ruptured 
membranes, actual disproportion between pelvic 
girdle and presenting part, or prolonged pressure by 
the latter upon soft parts. Williams, quoting 
Routh, gives the mortality for cesarean section in 
similar cases as 2.9 per cent when operated upon 
before rupture of the membranes; 10.8 per cent after 
rupture; 34.3 per cent after repeated examinations. 

The author concludes: 

1. Areasonable test of the second stage should be 
allowed the patient in the hope that anterior rotation 
will take place, either spontaneously or with the 
assistance of carefully performed manual attempts at 
rotation. 

2. Attempts to rotate by means of forceps are 
dangerous to both the child and the mother. 

3. Cesarean section is directly contra-indicated 
because of its high mortality in these cases. 

4. Craniotomy is the operation of choice if the 
child is dead or in extremis; but it is by no means as 
innocuous as is generally assumed. 

5. Pubiotomy is the operation to be selected in 
those cases where the child is alive and in good or 
even fair condition, and craniotomy on a living 
child presenting in this fashion is entirely unjusti- 
fiable. Jesse D. Cook. 


Sachs, E.: Clinical Significance of Prolapse of the 
Arm in Cephalic Presentations. Zeniralbl. f. 
Gynaek., 1916, No. 32. 

Sachs’ article deals with the statistics gathered 
in the Women’s Clinic at Koenigsberg. In 12,000 
births prolapse of the arm was noted as frequently 
in front of the head as behind it. Among the most 
frequent causes may be mentioned strictured pelvis, 
excessive child-bearing, hydramios, pendulous ab- 
domen, and twin pregnancy. Other abnormal phe- 
nomena frequently accompanied prolapse of the arm, 
such as prolapse of the cord and of the feet, disturb- 
ances in the course of the labor, anomalous engage- 
ment of the head, etc. Of the 56 cases in which 
prolapse of the arm was observed, spontaneous birth 
without intervention was observed in 13 only; and 
only in four of these was the child alive and well 
delivered without any maternal lesion. Rupture of 
the uterus occurred in two cases, which is always to 
be feared even when the size of the child and the 
width of the pelvis keep normal relations and even 
if the head is already profoundly engaged. 

The author shows by his exposition that prolapse 
of the arm should always be corrected. He ob- 
tained good results in 20 cases by replacement of 
the arm in its position; and in 23 cases by version 
and extraction of the foetus. The prognosis for the 


mother is favorable; however there is some danger 
for the child. In the 56 cases, 7 infants were al- 
ready dead before the moment of birth. Of the 
remaining 49 only 42 were born alive and of these 1 
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died of asphyxia and 7 more of different other causes. 
There were 15 deaths altogether — 26.8 per cent 
of the cases. W. A. BRENNAN. 


Massini, I. C.: The Application of Forceps in the 
Superior Strait (La aplicacion de forceps en el 
estrecho superior). Semana méd., 1916, xxiii, 483. 


Regarding the divergent views of obstetricians 
on the question of high forceps application, Mas- 
sini believes that when there is no vicious pelvis or 
no exaggerated disproportion between the feetal 
and maternal diameters high forceps application is 
as beneficial and as necessary as it is when applied 
in the excavation or in the vulva. There is only 
one difference and that is that the application is 
more difficult; and the high forceps may be fatal 
to the mother and child unless guided by a trained 
hand. 

The anteroposterior application of forceps fell 
into disuse owing to Champetier’s opposition to 
it; Budin also in 1898 expressed the view that such 
manipulations should not be made. Pinard’s view 
that no matter what the height and orientation of 
the foetal head it must be seized regularly has gained 
confirmation by degrees. 

The author’s experience with the application of 
forceps in transverse presentations of the vertex 
above the superior strait leads him to these con- 
clusions: 

1. High forceps, although difficult of application 
ought, in many cases, be preferred to version and to 
sanguinary operations. 

2. Anteroposterior application taking a regular 
hold ought be preferred, since it is the least removed 
from the correct hold 

3. The discussions so widely sustained by ob- 
stetricians with regard to the three classic holds 
which may be made in transverse positions above 
the superior strait show that none of these exactly 
fulfill the conditions which characterize an ideal 
hold; consequently they make adjustment difficult, 
retard descent, and traumatize the foetus. 

Under such circumstances Massini thinks it well 
to suggest an anteroposterior application with reg- 
ular hold which although atypical offers advantages 
over the anterior, and which he distinguishes by 
the name of inverted forceps. W. A. BRENNAN. 


Pierce, G. H.: Forceps Rotation in Persistent Oc- 
cipitoposterior Positions. Jnierst. M. J., 1916, 
xxiii, 1033. 

To spare the child the injuries from prolonged 
pressure against the vertex and the mother from 
deep lacerations of the soft parts; to convert a 
protracted labor into a shorter one; to prevent 
exhaustion of the mother and possible sepsis from 
lacerations; in some cases even to make possible the 
advance of the head and the birth of a living child 
are the reasons advanced for the application of 
forceps in occipitoposterior positions. 

In order that forceps rotation may be properly 
performed, the vertex must be low in the pelvis and 


preferably not until it has reached the pelvic floor 
and is even on the point of distending the vulva. 
Forceps rotation in occipitoposterior positions is 
indicated only in cases where it is persistent, i.e., 
where the occiput is unduly delayed or will not ro- 
tate to the front; after it is in the cavity; or on the 
perineum. Epwarp L. CorNELL. 


Hellman, A. M.: Rupture of the Uterus. Jnternat. 
J. Surg., 1916, xxix, 356. 


The importance of rupture of the uterus is due 
to the suddenness with which this accident occurs 
and to the bad prognosis which it gives. Tears of 
the cervix and perforation of the uterus are not in- 
cluded in the discussion, though Hellman states that 
anatomically they are ruptures. 

The predisposing etiological causes he gives as: 

1. Cesarean scar. 

2. Fatty infiltration of the uterine muscle in 
obese subjects. 

Frequently repeated pregnancies. 
Overdistention of the uterus. 

Adherent placenta in a previous labor. 

Sepsis after a former labor. 

. Eclampsia in a former pregnancy. 

Diseases, tumors, or malformations of the 
uterus, 

9. Cachexia. 

1o. Interstitial pregnancy. 
11. Cervical implantation of the placenta. 
12. Adhesions of the uterus to surrounding tissues. 

13. Dystocia from any cause. 

The direct causes mentioned are: 

1. External violence. 

2. Obstetrical operations. 

3. Violent contractions of the uterus with forma- 
tion of a Bandl ring. 

The frequency is quoted as variously estimated 
from one in 234 deliveries to one in 6,100 deliveries. 

The most characteristic symptoms are sudden, 
severe, sharp, short pain, shock, and symptoms of 
internal hemorrhage. A change occurs in the 
shape of the abdomen and there is a slipping away of 
the presenting part. Shortly after the rupture the 
patient as a rule improves and then in a few hours 
goes into further collapse and signs of peritonitic 
irritation appear. Vaginal examination under an- 
zsthesia plus an intra-uterine examination if needed 
should easily establish the presence or absence of 
rupture. 

Incomplete tears are tears into the broad ligament 
and can be treated conservatively by tamponade, 
ice-bag, ergot, and the application of methods to 
combat the shock — providing the foetus has been re- 
moved. Complete tears require laparotomy with 
removal of the foetus and placenta and either suture 
of the uterine wound with drainage or hysterectomy 
with drainage. 

The prognosis is always bad. It is worse after 
complete than after incomplete rupture. The 
prognosis is better the less the infection that has 
been introduced from without. The earlier the 
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diagnosis is made and treatment instituted the better 
the outlook. The patients die of early or late 
shock, or of sepsis or peritonitis, or a combination 
of these with or without loss of blood. 


Adair, F. L.: The Use of Pituitary Extract for the 
Induction of Labor. J/uterst. M. J., 1916, xxiii, 


The use of pituitary extract for inducing labor, 
particularly in premature, mature, and postmature 
cases, should not be abandoned. 

It appears to be of value in bringing on labor in 
premature cases in some instances and is worth a 
trial where it is not necessary to end the pregnancy 
rapidly. 

In cases with ruptured membranes it is of value 
in initiating uterine contractions. 

In cases of placenta previa marginalis or lateralis, 
where the membranes rupture or are ruptured ar- 
tificially, it is of value for starting uterine contrac- 
tions and may save the necessity of intra-uterine 
manipulations. 

It is a help in cases where mechanical means are 
used to induce labor and may limit the amount of 
manipulation necessary. 

In cases at term it is of value in starting labor. 

It should be used in cases going overtime before 
any other method of inducing labor is resorted to, 
except in those cases where it is contra-indicated 
or it is necessary to terminate the pregnancy more 
rapidly. Epwarp L. CorNeELL. 


MISCELLANEOUS 


Routh, A.: The Importance of Getting a Pregnant 
Woman Under Medical Supervision, and Af- 
fording Her the Necessary Treatment. Lancet, 
Lond., 1916, cxci, 1055. 

As a result of increased interest in the unborn 
child, a large number of antenatal clinics and ma- 
ternity centers have been instituted with the 
primary object of trying to save the child, but also 
indirectly benefiting the mother. There are 750 
maternity centers in Great Britain and Ireland. 

Until a few years ago women who came to be 
registered for their confinement in the indoor or 
extern departments of many general hospitals had 
their names and addresses taken down by the 
obstetric house physician, who may have had no 
previous experience with the diseases of pregnancy 
and often had very little spare time. It was 
optional for him to examine, or omit to examine, 
the patient or to test her urine. Now opportunity 
is taken to utilize the registration of expectant 
mothers by making it, and sometimes calling it, 
an antepartum or antenatal clinic, greatly to the 
advantage of patients and students, and the de- 
partment is usually in charge of the obstetric reg- 
istrar or tutor or even of the assistant obstetric 
physician or surgeon. Some arrangement is also 
made for prematernity wards or for beds in the 
maternity ward for pregnancy complications. 
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Whether, therefore, the question of medical 
supervision during pregnancy be considered from 
the point of view of the welfare of the mother and 
unborn child, or as an educational stimulus to the 
nation, or from the standpoint of the increase of 
pathological, chemical, and therapeutical knowledge 
for the profession, there can surely be no real dif- 
ference of opinion that every pregnant woman should 
be seen by a doctor and then have such supervision 
as her condition requires. Epwarp L. Cornett. 


Kellogg, F. S.: Prenatal and Postnatal Care. 
Interst. M. J., 1916, xxiii, 1017. 


Pregnancy clinics for prenatal care will grow if 
started, will be accepted by the people, and will 
educate them rapidly as to the value of prenatal care. 

The following statements demonstrate the value 
of prenatal care. : 

Thirty per cent of pregnancies show some ab- 
normality. 

Four per cent of pregnancies show definite symp- 
toms of toxemia. 

Eight per cent of pregnancies show some degree 
of contracted pelvis. 

Seven-tenths of one per cent of pregnancies show 
antepartum bleeding. 

Two per cent of all pregnancies are complicated 
by valvular heart-disease, 17 per cent of which 
decompensate to some degree under pregnancy 
clinic care. 

Prenatal care reduces maternal mortality on the 
whole, especially from toxemia and eclampsia. 

Prenatal care reduces maternal mortality in 
placenta previa. 

Prenatal care reduces maternal mortality in con- 
tracted pelves and morbidity following labor in 
these cases. 

Prenatal care gets cardiac. disease complicating 
pregnancy into the hospital for treatment when de- 
compensation is slight and so reduces maternal 
mortality in this condition. 

Prenatal care reduces stillbirths. 

Prenatal care reduces foetal mortality in contracted 
pelves and in toxemia. 

The pregnancy clinic offers an ideal place in which 
to teach many sides of obstetrics. 

Pregnancy clinic material, in the well-conducted 
clinic with a good follow-up system in connection 
with a hospital, offers very valuable data in the 
study of obstetrics. 

Postnatal care is nearly, or quite, as important 
as prenatal care and, except in one-child sterility, 
is essentially prenatal care and should be extensively 
incorporated into the work of the individual ob- 
stetrician, of a pregnancy clinic, and of a lying-in 
hospital. Epwarp L. CornELL. 


Davis, C. H.: Some Problems in the Use of Nitrous 
Oxide and Oxygen in Surgery and Obstetrics. 
Interst. M. J., 1916, xxiii, 1053. 

A critical study of 154 consecutive deliveries at 
the Presbyterian Hospital, Chicago, shows that the 
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babies of 67 primipar, who had the analgesia, with 
an average weight of 7 pounds 5 ounces at birth, 
lost 6.7 per cent of their body weight. On the 
other hand, the babies of 18 primipare, delivered 
under ether or no anesthetic; lost 7.14 per cent of a 
7-pound average birth weight. The average labor 
of the women given the analgesia was five hours and 
fourteen minutes shorter, in spite of the fact that 
the average weight of their babies was 5 ounces more. 
Relieving the pain lessens the shock of labor and the 
mothers, being in better condition, are more apt to 
have a good milk supply. Conserving the health 
and strength of mothers means better mothers and 
healthier babies. Nitrous oxide, being the least 
toxic of anzsthetizing agents, seems the logical 
analgesic to use during the ordeal of childbirth. 
Nitrous oxide-oxygen analgesia and anesthesia 
in surgery and obstetrics has entered a new era. 
The future will find this anesthetic more and 
more employed. It has very definite limitations, 
but has many possibilities heretofore not appreciated. 
Epwarp L. CorneELtl. 


Hoag, C. L.: The Application of Anoci-Association 
to Obstetrics; the Combined Use of Scopola- 
mine, Nitrous-Oxide-Oxygen, and Local In- 
filtration. Surg., Gynec. & Obst., 1916, xxiii, 612. 


The principal objections to the use of gas alone 
seem to be that there is a lack of muscular relaxation 
under nitrous-oxide-oxygen. When we remember 
how many surgeons have discarded it on account of 
the lack of relaxation in the abdominal wall, we 
cannot help feeling that the percentage of severe 
perineal tears must rise, unless the pelvic muscles 
should happen to be very different in their reactions 
under the gas. 

The author reports on 30 cases receiving perineal 
injections. Of these, 20 were given nitrous-oxide 
only, 4 were given nitrous-oxide-oxygen until the 
time of actual delivery, when chloroform or ether 
was substituted, and 6 received chloroform in the 
usual way. The perineum in all cases was injected 
with 0.25 per cent novocaine, varying in amounts 
from 60 to 150 ccm. Eleven received, in addition, 
from 30 to 40 ccm. of 1 per cent quinine-urea solu- 
tion each. The maximum amount of the two solu- 


tions injected in any one case was 175 ccm. The in- 
jection was made as the head appeared in sight. 
The vulval edges were turned back and a long needle 
inserted at the mucocutaneous border, the fingers of 
one hand being in the vagina to note its position. 
At this period the perineal floor is flattened out by 
the oncoming head, but not stretched to any degree. 
Even though the field is large, both the levator ani 
muscles and the perineal body can be readily in- 
filtrated. Novocaine was injected first and the 
quinine-urea immediately afterward, when used. 

Seventeen received from one to five doses of 
scopolamine during the first stage before nitrous- 
oxide-oxygen was begun. The initial dose of 
scopolamine was 1/200 grain combined with either 
morphine 1/6 grain or narcophine % grain. This 
was usually followed at irregular intervals by the 
same dose of scopolamine without the morphine or 
narcophine. In four of the prolonged labors a 
second smaller dose of either the morphine or nar- 
cophine was given. These drugs were given, first, 
to reduce the amount of gas used; and, secondly, 
because many of the nervous patients became more 
quiet and took the anesthetic better. During the 
delivery of the head, analgesia was succeeded by 
complete anesthesia in all cases. 

In conclusion, the author emphasizes the follow- 
ing facts from his experience: 

1. Nitrous-oxide-oxygen analgesia is safe to 
mother and child. 

2. The use of limited amounts of scopolamine 
during the first stage is a distinct advantage, short- 
ening the time during which gas is required and 
making the analgesia more complete. 

3. The injection of the perineum is a distinct help 
in securing relaxation of the outlet. This point 
gained, gas-oxygen, in experienced hands, will do 
as well as chloroform or ether. The lack of any 
complication whatsoever resulting from the perineal 
injections should encourage those who feel timid 
about its use. 

4. The combined use of scopolamine, nitrous- 
oxide-oxygen, and local infiltration offers a practical 
and efficient means of conducting labor and ex- 
tends “‘anociation,” in its broadest sense, to the 
obstetrical field. Epwarp L. CorNELL. 
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ADRENAL, KIDNEY, AND URETER 


Valentin, B.: Suprarenal Hzemorrhages; Their 
Symptomatology; Difficulty of Diagnosis. 
Berl. klin. Wchnschr., 1916, No. 19. 


Valentin points out that it is only rarely that 
there is occasion for surgical intervention on the 
suprarenal glands. In recent years a morbid con- 
dition which showed extensive hemorrhage in the 
perirenal tissues has been repeatedly observed. 
Koch was the first to direct attention to it and he 
described a case, operated upon by Ritter, in which 
an acute paralytic ileus was due to a conspicuous 
— hemorrhage from the left suprarenal 
gland. 

There is frequently an anatompathologic finding 
of miliary suprarenal hemorrhage, which is not 
clinically of importance; but it is different from the 
conspicuous hemorrhagic collections, mostly bi- 
lateral, which either themselves, or by the destruc- 
tion of the suprarenal tissues, may cause sudden 
death. Vincent reports a case in a woman of 42 in 
whom on the basis of the symptoms a diagnosis of 
appendicitis and ileus was made. On laparotomy 
the appendix and intestine were found normal and 
the abdomen closed. Death occurred six days 
after. At the autopsy the suprarenal glands were 
found converted into hematomata. The predom- 
inant symptoms in this as in all other cases were 
peritoneal irritation accompanied by abdominal 
pain, vomiting, and eventually collapse. The pain 
on the right side, corresponding to the extension of 
the hematomata, was greater than on the left 
which suggested the probability of the diagnosis of 
appendicitis. 

Valentin does not believe that the peritoneal 
manifestation can be explained by the mechanical 
fact of the peritoneal distention by the compression 
of the hematoma; he refers to some experimental 
researches of Finzi in which suprarenal gland le- 
sions apparently caused marked alteration in the 
stomach mucosa, circulatory disturbances, oedema, 
hemorrhage, and necrobiotic degenerative processes 
including ulcerations. He also demonstrated that 
in cases of gastric and duodenal ulcers there were 
notable alterations in the suprarenal glands. The 
researches seem to point to reflex irritation of the 
splanchnic nerve. In Valentin’s own case the ileus, 
vomiting, and analogous symptoms could not 
be attributed to the finding of blood in the peritoneal 
cavity, as in this case there was none. 

Other characteristic symptoms of suprarenal 
hemorrhage are the small pulse, lowered pressure, 
and low temperature. A diagnosis of suprarenal 
hemorrhage has never yet been made during life 


prior to operation. The prognosis is absolutely 
hopeless if both the suprarenal glands are destroyed 
by abundant hemorrhage. 

The question arises whether death is caused by 
the deficiency of the suprarenal glands. The 
author cites some cases to show that a unilateral 
hemorrhage, even if very abundant, and unilateral 
destruction of a suprarenal gland, is compatible with 
life and the prognosis is not grave as in bilateral 
lesions. But the cases on record are too few to draw 
definite conclusions. 

With regard to the causes of the hemorrhage, ac- 
cording to Simmonds venous thrombosis is the most 
frequent, especially in patients with chronic disease. 

W. A. BRENNAN. 


Calleja, C.: Results of Operations Practiced for 
the Extraction of Renal Calculi with Special 
Reference to Nephrolithotomy (Resultados de 
las operaciones que se practican para extraer los 
calculos renales con especial referencia a la nefro- 
lithotomia). Rev. de med. y cirug. pract., Madrid, 
1916, Cxii, 441. 

Many physicians are apt to compare renal calculi 
with biliary calculi. Biliary calculi while very 
frequent are generally innocuous and they are not 
often infected, while in renal calculi the opposite is 
the rule. 

The author recommends immediate surgical 
iritervention as soon as a diagnosis is made of renal 
calculi. In the general run of cases nephrolith- 
otomy will be done, reserving pyelolithotomy and 
nephrectomy for a small number with special in- 
dications. In the first named operation the mor- 
tality in some statistics does not exceed from 2 to 3 
per cent. 

If there is bilaterality of the nephrolithiasis, 
inasmuch as in the hands of surgical experts the 
mortality reaches 30 per cent, and in the surviving 
cases there is a large percentage of fistule, the 
author is of the opinion that where the stones in one 
kidney are not very large and there is little infection 
there should be abstention from operation since the 
probability of obtaining any benefit is small and 
the danger of death is great. W. A. BRENNAN. 


Fieschi, D.: Artificial Grafts in the Fixation of 
Movable Kidney (Innesti artificiale per la fis- 
sazioni del rene mobile). Clin. chir., Milan, 1916, 
xxiv, 875. 

Fieschi eriticizes the various procedures for 
fixation of movable kidney, all of which he thinks 
lead to a disturbance in a greater or less degree of 
the integrity of the organ. In his researches he has 


sought a method (1) which will obviate the necessary 
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recovery of the patient by secondary intention (prov- 
ocation of adherences); (2) that will obviate the 
inconvenience of the use of the fibrous capsule and 
resulting hemorrhage; (3) that will obviate the pas- 
sage of sutures through the parenchyma of the organ. 

To reach these desired ends the kidney is inserted 
in a sac cut by the operator from a specially pre- 
pared sheet of rubber. This sac is sutured around 
the kidney, provision being made for blood and 
urine passages. The suspensory sac is sutured by 
metallic sutures to the eleventh and twelfth ribs 
posteriorly and anteriorly. 

Fieschi thinks that in time adherences will form 
which will be a further aid. He has operated in 
this way on two patients in December, 1914, and 
March, 1915, respectively. The results up to the 
present are excellent in every way in both cases. 
The operation must of cqurse be carried out under 
rigid asepsis. The method of folding the kidney in 
the sac is illustrated. 

Fieschi claims for his method the following ad- 
vantages: (1) It prevents in a thorough and durable 
way the re-descent of the kidney while holding it 
easy and elastic. (2) It does not provoke any kid- 
ney hemorrhage. (3) While not permitting re- 
descent the kidney is free to adapt itself otherwise 
to the exigencies of its vicinity. (4) Pressure from 
the vicinity is deadened by the morbid elastic mass. 
(5) This elastic mass besides with its greater volume 
reproduces for the kidney that connectival at- 
mosphere, the disappearance of which is constantly 
stated by all authors to be among the precipitating 
causes of the pathogenesis of movable kidney. 

W. A. BRENNAN. 


Cunningham, J. H., Jr.: Large Solitary and 
Multiple Cysts of the Kidney. Surg., Gynec. & 
Obst., 1916, xxiii, 688. 

The author presents details of four personal cases 
of large cysts of the kidney-and reviews the literature 
in this connection. He states that large, solitary, 
serous cysts, producing tumors, are very uncom- 
mon and are probably due to some undiscovered 
obstruction in the uriniferous tubules and the con- 
tinued excretion of urine. They are generally 
unilateral and are considered by those who have 
studied the subject to be large retention cysts. 

They occur more often in women than men, gen- 
erally on the right side and in adult life. The 
cysts are usually located at one or the other of the 
poles of the kidney; occasionally cysts occur in the 
body of the kidney. Their size varies from that of 
an orange to a cyst recorded by Rendu which 
contained 1o liters of fluid. The contents of the 
cyst may be of a clear serous character or may be 
urinous, turbid, gelatinous, bloody, or caseous. 
The fluid usually contains albumin and urea, and 
colloid material has been found in some cases as 
well as phosphates, sulphates, and chlorides. The 
specific gravity has been between 1,010 and 1,020. 

These cysts produce no particular set of symptoms 
and the urine remains normal unless there is coexist- 


ing disease which produces changes in it. These 
cysts are frequently mistaken for ovarian tumors, 
gall-bladder disease, or hydronephrosis. The cor- 
rect diagnosis is often made only at operation. 

Regarding treatment the author feels that ne- 
phrectomy should be avoided wherever possible. 
Aside from the loss of an organ, with but little if 
any impairment of function, it is important to re- 
alize that the other kidney has not undergone a 
vicarious hypertrophy, because of the nature of 
the malady, and is in no condition to undertake the 
work suddenly thrown upon it by the loss of its 
mate. 

In cases where there is little or no impairment 
of function of the kidney which is the seat of the 
cyst, resection of the cyst is the operation of choice. 
Emptying the cyst content, and suture of the 
edges of the cyst to the skin is the least severe op- 
eration, and is of value when the patient is in 
poor condition or the cyst very large. This method 
should be employed, however, when it is not ad- 
visable to resect the sac or perform a partial 
nephrectomy. Henry L. SANForp. 


Braasch, W. F.: Clinical Data of Polycystic Kid- 
ney. Surg., Gynec. & Obst., 1916, xxiii, 697. 

Forty-one patients have been operated upon in 
the Mayo Clinic up to May 1, 1916, who were 
found to have polycystic kidneys. Of these 26 
were recognized clinically before operation. Braasch 
summarizes the subjective symptoms under the 
following heads: (1) pain, (2) hamaturia, (3) renal 
inefficiency, (4) blood-pressure, (5) urinary data, 
(6) phthalein estimate, (7) microscopic data, (8) 
tumor, and (9) pyelography. 

1. Pain usually occurred as a dull heavy ache, 
referring to the loin, excepting when there is an in- 
terference with drainage or when infection occurs. 

2. Hematuria occurred in 16 cases, 40 per 
cent. It was usually profuse and each attack 
lasted from several days to several months. In 6 
cases it was described as occasional and in 8 as con- 
tinual. The presence of blood-clots is no doubt the 
cause of the excruciating pain in many cases. 

3. The several clinical symptoms of renal in- 
sufficiency were vomiting and nausea unaccom- 
panied by cardiac disease, but having the clinical 
symptoms resembling interstitial nephritis. 

4. In only 7 out of 16 patients was the blood- 
pressure normal; in the remaining 9, the blood- 
pressure was between 240 and normal. Extremely 
high systolic and diastolic blood-pressure with 
specific gravity as low as 1003 and only a trace of 
phthalein contra-indicates even a Rovsing operation. 

5. Braasch thinks that a low specific gravity is of 
considerable prognostic importance as regards the 
urinary data. 

6. The phthalein estimate was made in 11 pa- 
tients. In 5 it was found to be from 4o to 73; 
in 2, it was 30 and 40; in 2, it was 29 and 22, re- 
spectively; and in 2 there was only a trace. The 
last two patients died following operation. Only a 
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trace of phthalein in two hours usually excludes 
all operative procedure. 

7. Red blood-cells were found in all but ro of the 
41 cases. Casts were found in 5 cases. The 
ophthalmoscopic examination was negative in every 
case. 

8. Renal tumor was noted in 31 of the 41 pa- 
tients. In 3 the enlarged kidney was mistaken for 
the liver. 

9. The pelvis of the kidney is frequently de- 
formed, under the following heads: (1) flattening 
and obliteration of one or more major calyces; 
(2) retraction and broadening of the various major 
calyces; (3) elongation of the true pelvis; (4) dis- 
placement of the pelvis from its usual position. 

Various forms of surgical treatment are discussed. 

1. In 14 cases nephrectomy was performed, with 
the result that 10 of the 13 patients traced are well. 

2. Exploration for unilateral renal lesion was 
done in five cases. Of these patients 2 were ex- 
plored on account of unilateral tumor. In the 
others, either abdominal complication or evidence 
of renal insufficiency was present. 

3. Polycystic kidney was discovered in 8 cases 
at operation. In 5 there was no clinical evidence, in 
3 the clinical evidence was masked by other con- 
ditions. 

4. The Rovsing operation was performed on 10 
patients. In 7 the condition was recognized clin- 
ically prior to the operation; 3 died. Of the re- 
maining 7, all are practically well from one to four 
years after the operation. Four cases were found 
postmortem. 

5. Twenty-one cases were observed in which the 
clinical diagnosis of bilateral kidney was evident, 
but were not explored surgically and definite 
proof was lacking. 

In conclusion Braasch states that with a blood- 
pressure of 200, clinical symptoms of toxemia, a 
reduced functional test and urea in the blood, 
operation is attended with considerable danger. 
When this condition is present in moderate degree, 
however, the Rovsing operation is followed with 
considerable benefit. It is particularly valuable in 
controlling hematuria. 

Nephrectomy is indicated only in widespread in- 
fection and when it is certain that the opposite 
kidney is functioning correctly. A. C. STOKES. 


Macht, D. I.: The Pharmacology of the Ureter; 
Action of the Opium Alkaloids. J. Pharmacol. 
& Exp. Therap., 1916, ix, 197. 

In two previous communications the author has 
described the action of epinephrin, ergotoxin, nico- 
tine, and of drugs affecting the sacral autonomic 
endings of the ureter. The purpose of the present 
paper is to report the effect of some of the opium 
alkaloids individually and in combination, on that 
organ. The action of these alkaloids, as will be 
shown, is of considerable interest, not only scien- 
tifically but also from the practical clinical point 
of view. 


The methods of studying the effect of various 
opium alkaloids on the ureter, was the very simple 
and convenient ring method, described in the 
author’s previous papers. In case of the drugs 
which are of clinical importance — notably, mor- 
phine, papaverin, and pantopium, observations 
were also made on the ureters in situ (rabbit), and 
lastly, the action of the more important substances 
was tested, whenever obtainable, on rings of the 
excised human ureter from cases of nephrectomy. 
The results obtained with the same drug by the 
different methods agreed perfectly. 

The author divided the opium alkaloids in respect 
to their action on the ureter, i vitro and in corpore, 
into two groups, according to their chemical struc- 
ture — the pyridin-phenanthrene group of which 
morphine and codein are the chief representatives, 
and the benzyl-isoquinoline group of which the most 
important members are papaverin and narcotin. 

Morphine and its allied alkaloids increased the 
contractions and produced a greater tonicity of the 
ureter. 

Papaverin and its allied alkaloids produced a 
slowing or total inhibition of the contractions and a 
relaxation of the tonus. 

In pantopium (total opium alkaloids) and other 
combinations the effect of the benzyl-isoquinoline 
alkaloids predominated. 

In spasmodic conditions of the ureter (renal colic) 
the employment of papaverin or total opium alka- 
loids was more rational than that of morphine alone. 

The slight toxicity of papaverin, its lower tonus 
power, and its local analgesic properties suggest to 
the author its local application in spasmodic con- 
ditions of the ureter. Georce E, BEILpy. 


BLADDER, URETHRA, AND PENIS 


Legueu, F.: Vesical Calculus in Bladder Injuries 
(Des calculs vesicaux chez les blesses de la vessie). 
Bull. Acad. de méd., Par., 1916, Ixxvi, 445. 


In 32 bladder wounds Legueu has observed the 
formation of calculi 10 times, occurring at a period 
more or less remote from the injury. Infection 
cannot be the cause because all bladder wounds are 
infected and the infection in the calculus cases is 
not longer in duration nor more intense than in the 
others. Legueu has observed that the calculi are 
produced only in those patients whoat the time of the 
vesical injury suffered a fracture of the pelvis also. 
In the ro cases of calculi he found 1o fractures of 
the pelvic girdle and in the other 22 patients there 
was no fracture and not a single calculus. He is, 
therefore, of the opinion that the calculus is the in- 
direct and late consequence of a concomitant and 
communicating fracture. When a foreign body 
enters the pelvic cavity it almost always breaks 
some bone in its passage and causes a doubly com- 
plicated fracture from the fact that it is in communi- 
cation with the perforated bladder and with the 
exterior. On the one hand urine passes to the scene 
of the fracture and on the other pieces of the 
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fractured bone reach the bladder where they are 
found either solidly implanted in the bladder wall 
or included as the nucleus or a calculus. Long 
after external cicatrization has taken place, by the 
cystoscope one can discover’ the existence of an 
osteopathic fistula joining an osteomyelitic center 
with the bladder. The bony particles which are 
borne into the bladder become the nucleus of 
crystallized calculi. In the treatment Legueu be- 
lieves it is a mistake to endeavor, by an external 
operation to close the fistula and remove the cal- 
culi, etc., as in effect it puts the patient in the same 
condition he was in eight or ten months before with 
a perforated bladder and an external aperture. 
He has adopted lithotrity in the majority of his 
cases and he thinks this is the best treatment, 
curing the patient in a few days. Even in cases 
where the calculi have a nucleus or bone particles 
which cannot be crushed the experienced surgeon 
will be able to extract them through the urethra 
when the calculous element is removed. There 
is, of course, the liability to fresh formations; but 
these can be dealt with in the same manner, and in 
time the osseous fistula will spontaneously become 
effaced. W. A. BRENNAN. 


Maraini, B.: Treatment of Tumors of the Bladder 
(Tratamiento de los tumores de la vejiga). Rev. 
Asoc. méd. argent., 1916, xxv, 180. 


Maraini thinks that the treatment of choice in 
papillomata of the bladder is the high-frequency 
current. In malignant neoplasms and those of a 
very great size extirpation of the tumor by the 
hypogastric route {is preferable, with subsequent 
treatment of the pedicle and recurrences, if produced 
by high-frequency currents. 

In extensive infiltrated neoplasms which are not 
amenable to extirpation high-frequency currents 
are beneficial in suppressing hemorrhages and still- 
ing pain. In carcinomata and sarcomata high- 
frequency currents do not give good results. 

The advantages of high-frequency current treat- 
ment are: (1) There is no necessity for anesthesia. 
(2) Intervention is made under full view. (3) 
There is no provoked pain nor reaction. (4) No 
hemorrhage is produced and if such exists already 
the first application checks it. (5) There is no 
resultant superficial ulcer nor scar. (6) The pa- 
tient can continue his occupation during the treat- 
ments. (7) The destruction of the tumor can be 
watched step by step by cystoscopy. 

The time required, however, is long and depends 
on the size of the tumor; also if there is an accom- 
panying cystitis the vesical irritability may be 
increased. W. A. BRENNAN. 


Bartels, L. G., and Halsted, F. S.: Tumors of the 
Bladder and Their Treatment with High- 
frequency Cauterization. J. Mo. St. M. Ass., 
1916, xiii, 550. 


The early diagnosis and prompt treatment of 
tumors of the bladder are of the utmost importance; 


tardiness in diagnosis being due not so much to 
the lack of symptoms as to the lack of proper inter- 
pretation of their seriousness. The most prominent 
symptom is hematuria, usually an indication of 
serious trouble. In the diagnosis of bladder tumor, 
the cystoscope is an absolute necessity, small papil- 
lomata being discoverable and their removal made 
possible by minor measures. 

High-frequency cauterization should be the 
method of choice in treating any papillomata of the 
bladder, and those who make use of this current, 
must classify the signs of malignancy according to 
an entirely new point of view, a clinically malignant 
tumor being one which is not curable by the use of 
the high-frequency current. The danger of com- 
plications or of death are entirely eliminated with 
this method, while recurrences are far less frequent 
than after the open operation. 

Fulguration of indurated malignant growths of 
the bladder have proved entirely useless. 

E. K. ARMSTRONG. 


Umana R.: A Case of Lobular Epithelioma of the 
Penis (Un caso de epitelioma lobular del pene). 
Anal. d. hosp. de San José, Costa Rica, 1916, i, 15. 


This case is reported by Umana to show the im- 
portance of early diagnosis. The patient came 
to the hospital more than a year before for a small 
ulceration of the penis in the prepucial region. He 
was treated by various methods for two weeks and 
left the hospital without any favorable results. 
He returned some months later showing an inflam- 
matory phimosis which prevented the lesions being 
seen, but two hard tumefactions could be palpated 
through the prepuce. An intended operation was 
not carried out owing to lack of a secure diagnosis 
and the patient again left the hospital. He re- 
turned again for the third time. The penis was 
then enlarged and deformed. The prepuce was 
intimately adherent to the gland, the two tume- 
factions previously observed showed in the form of 
large round, excavated crateriform ulcers. Biopsy 
shows that the formation is a lobular epithelioma 
for which amputation of the member is imposed. 

The author believes that this is a case of primary 
epithelioma. There is no evidence of it being an 
epitheliomatous transformation of a_ syphilitic 
ulcer. Earlier diagnosis of the true condition would 
have avoided the operation now necessary. 

W. A. BRENNAN. 


GENITAL ORGANS 


McKenna, C. M.: Surgical Treatment of Acute 
Epididymitis. Jilinois M. J., 1916, xxx, 398. 


The author discusses the surgical treatment of 
acute epididymitis, presumably of gonococcal origin. 
He takes up the anatomy of the testis and epididy- 
mis, and in so doing explains the intense pain pro- 
duced by pressure of hydrocele fluid on the scrotal 
contents. He also emphasizes the point that in- 
flammation of the tubules of the epididymis causes 
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a stenosis of the lumen and also shows that if the 
pus is drained off early, this stenosis is less likely to 
occur. He has operated upon eleven such cases in 
this way and his conclusions are as follows: 
Surgical procedure is necessary only when the 
patient is suffering excruciating pain. When this 
procedure is carried out, it is quite necessary to 
divide the fascias so as to free the tension from the 
testicle as well as the epididymis. Patients are less 
apt to be impotent if the posterior wall is divided 
carefully and the pus drained off than if left to 
Nature to absorb. A blind stab operation is that of 
a fakir and should not be considered. It is not 
enough to expose the epididymis and drain it, but 
all the fascias should be free. It is not necessary 
to split the epididymis, but only the infected cham- 
ber, which stands out clearly. J. D. Barney. 


Wilms: Hypertrophy of the Prostate. Muenchen. 
med. Wchnschr., 1916, No. 30. 


Wilms discusses the results of X-ray treatment 
in the cure of prostatic hypertrophy. 

There is no doubt but that in certain cases ir- 
radiations produce considerable amelioration, and 
it is believed that these can effect a notable re- 
duction in the volume of the gland. 

It is generally considered that the decisive ele- 
ment is the influence of the hypertrophied parts of 
the prostate and it is believed that a notable reduc- 
tion of the volume of the gland can be obtained by 
irradiations. With the customary dosage — 50 to 
60 — Wilms could not secure any sensible reduction 
in the volume of the gland. Hence some other 
explanation must be sought to explain the ameliora- 
tion in certain cases. He points out that one part of 
the symptoms in prostatic hypertrophy is due not 
to the increase of volume, but to inflammatory al- 
terations which are contemporaneous. According 
to the author the cause of such disturbances must 
be sought in the effects of products of disintegration 
of the glandular cells; also to vascular and lymphatic 
products. These substances seem to be able to 
provoke an irritable condition in the nervous system 
which explains the painful stimuli on urination and 
the spastic condition of the vesical sphincter which 
is present in prostatics. It is well known that X- 
ray treatment can completely suppress inflammatory 
alterations; and it is to these effects in suppressing 
inflammatory conditions that Wilms attributes the 
ameliorating influence which the X-rays exert in 


certain cases where there is a spastic irritative con- 
dition accompanying prostatic hypertrophy. 
W. A. BRENNAN. 


Peacock, A.H.: Blood-Pressure and Prostatectomy. 
Ann. Surg., Phila., 1916, lxiv, 659. 

The author states that there is a direct relation 
between the degree and duration of an obstruction 
in the lower urinary tract and the blood-pressure 
and reports 7 cases of prostatectomy with blood- 
pressure observations. These cases illustrate the 
fall in blood-pressure that accompanies a relief of 
the obstruction and the consequent back pressure 
on the kidneys. The sudden relief of the obstruc- 
tion with the consequent lowering of the blood- 
pressure to a'level insufficient to secure adequate 
kidney function precipitates an acute nephritis. 
This is the real cause of the high mortality of pros- 
tatectomy; not shock or hemorrhage. 

In the 7 cases operated upon there was a fall of 
blood-pressure of from 10 to 110 mm. Hg. upon 
the relief of the obstruction by a simple cystotomy. 

After a study of his cases Peacock concludes: 

1. There is a definite physiologic relation existing 
between the blood-pressure and the filtration in the 
kidney glands. 

2. A high blood-pressure is purely compensatory, 
and necessary to the individual in which it is found, 
to maintain a normal excretion of urine. 

3. Any sudden and permanent lowering of the 
blood-pressure by radical or heroic measures is 
often a fatal procedure. 

4. A persistently high blood-pressure, even in 
the absence of albumin and casts, usually means a 
hidden nephritis. 

5. A chronic prostatic obstruction produces 


‘serious back pressure changes in the ureters, the 


kidney substance, the kidney circulation, and the 
excretion of urine. 

6. A sudden relief of this intravesical pressure 
produces an immediate fall in blood-pressure, from 
20 to 100 mm. Hg. ; 

7. If pre-operative blood-pressure is much over 
150 mm. Hg. the risk of a cystotomy or prostatec- 
tomy advances rapidly. 

8. Compensation between the blood-pressure and 
the urinary excretion will take place if the pressure 
is not abnormal and will occasionally in a high 
pressure where there is unusual vitality or compensa- 
tory power. J. W. Turner. 


SURGERY OF THE EYE AND EAR 


EYE 


Carrevas, B.: A Modification of Elliot’s Operation 
(Una modificaci6n en la operaci6én de Elliot), 
Rev. de med. y cirug. pract., Madrid, 1916, xl, 335. 


The author reviews the operation of Lagrange and 
Elliot, the object of which is to form a subconjunc- 
tival fistula which produces a hypotensive effect 
on the eye. Various modifications have been pro- 
posed by different authors, but statistics, as well 
as the cases treated in Fuch’s clinic, have demon- 
strated that the number of recurrences in cases 
where Elliot’s operation was performed with 
peripheric iridectomy was twice as great as in cases 
performed with total iridectomy. In non-iridec- 
tomized cases the percentage of recurrence is higher 
than in the totally iridectomized cases. 

There are various complications which may occur 
during Elliot’s operation; the most commonly ob- 
served being: injury to the ciliary body; loss of 
vitreous humor; hemorrhage in the anterior cham- 
ber; and finally, the small disk cut by the trephine 
may fall into the anterior chamber. ‘The first two 
are due to posterior trepanation. 

The fall of the cut disk into the anterior chamber 
is frequently reported. Komoto of Tokyo practices 
trepanation with the thermocautery in order to 
avoid it. This accident happened to the author in 
a case operated upon by him in 1913, and the pro- 
cedure which he now advocates is for the purpose 
of avoiding it. He first scrapes and cleans the area 
in which the trepanation is to be made in order to 
remove remnants of submucous tissue. Then with 
a Bowman trephine, 2 mm. in diameter, he marks the 
site of the piece of disk to be removed by means of a 
slight pressure accompanied by two or three slight 
rotary movements. ‘The trephine is removed and a 
corneal suturing needle with a specially fine thread 
is introduced inside the edge of the marked disk 
and passed diametrically across the corneal sclera 
of the disk so that the two ends of the thread issue 
from opposite points of the disk. The only further 
action is to pass the two thread ends upward through 
the central conduit of the trephine, which can be 
done with a straight skin suture needle. The 
threads being held firmly in one hand the eye is 
perfectly immobile, and the other hand moves the 
trephine which cannot go beyond the required 
depth, being guided by the thread, the disk when 
cut immediately relaxing the pressure on the 
threads. 

The advantages claimed are as follows: 

1. Perfect immobility of the eye by means of the 
thread, the tension of which can be graduated at 
will. 


. recommends its adoption. 


2. Impossibility of the trephine being displaced 
laterally and, therefore, of penetrating any other 
place than the place selected for the trepanation. 

3. Exact knowledge of the moment when the 
trephine has penetrated as far as the anterior cham- 
ber, because the thread yields at that moment and 
drags the disk away free. 

The author has employed the procedures in cases 
in which Elliot’s operation was indicated, and on 
account of the good results obtained he warmly 
W. A. BRENNAN. 


Gros, H., and Fromaget, H.: Two Cases of Expul- 
sive Subchoroidal Hemorrhage in the Course 
of Cataract Operation; Attempt at Prophy- 
lactic Treatment (Deux cas d’hemorragies sous 
choroidiennes expulsives au cours de l’operation de 
la cataracte; essai de traitément prophylactique). 
Ann. d’ocul., 1916, cliii, 476. 

The author refers to two cases of expulsive sub- 
choroidean hemorrhage in the course of cataract 
extraction. The first case was in a woman of 62 
with double cataract. The left cataract which was 
complete was operated upon without incident and 
a satisfactory termination expected when the authors 
observed the edges of the wound open and a large 
vitreous globule of normal consistency appear. 
There was no palpebral pressure, but the vitreous 
accumulated and there were violent ocular and 
orbital pains. 

The vitreous was incised and a slightly compres- 
sive bandage applied. There was no bleeding. 
Forty-eight hours later on removing the bandage 
there was a violent hemorrhage and reappearance 
of the pains. The case terminated by atrophy of 
the globe; the patient was lost sight of still having 
the second cataract. 

The second case was in a man of 52 with complete 
double cataract. Operation was carried out on the 
right eye without incident; but immediately after- 
ward the patient experienced violent ocular pain. 
The upper lid distended and separated. An enor- 
mous vitreous mass escaped through the palpebral 
opening and the globe was soon emptied of its 
normal contents. ‘The expelled vitreous was pure 
and theré was no sign of blood. A slightly com- 
pressive bandage was applied. There was no ex- 
ternal hemorrhage and the case ended in global 
atrophy. 

In this second case, however, the authors were 
enabled to deal with the cataract in the left eye. 
They proceeded in this case by making a preparatory 
hypotensive sclerectomy, reserving the crystalline 
extraction until two or three weeks later after the 
choroid had become accustomed to the well-estab- 
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lished condition of tension. The sclerectomy was 
made by Elliot’s trepan in the supero-external quad- 
rant. From the eye thus prepared, after three 
weeks the authors extracted the crystalline. The 
after-course was normal and the patient left the 
hospital with V-'%. 

The authors say that although there are few cases 
of hemorrhagic expulsion of the vitreous published 
in literature, it is probably frequent. The fact 
that it ends in the loss of the eye does not encourage 
publication. Moreover, the absence of any curative 
treatment removes interest from a condition which 
is only interesting on account of its rarity. 

In seeking for a cause for the hemorrhage the 
authors are of the opinion that it is clearly attribu- 
table to a defective condition of the tissues and 
especially to an abnormal fragility of the vessels. 

In the second case reported by the authors the 
arteries were hard and rigid. The haemorrhagic 
conditions of this patient had nothing to do with 
hemophilia, but were due to an arteriosclerotic con- 
dition. The operatory act occasioned the rupture of 
the vessels in the neighborhood which were effected 
as well as the larger vessels of the vascular system. 
The authors think that the subchoroidean hamor- 
rhage was due to the poor condition of the ocular 
tissues. W. A. BRENNAN. 


EAR 


Aural Complications of Grippe. 
1916, civ, 1180. 


Dench, E. B.: 
N.Y. M.J., 


The author emphasizes the fact that aural com- 
plications of influenza are severe chiefly from the 
fact that the constitutional infection lowers the 
general bodily resistance. 

The hemorrhagic type of inflammation, both in 
the middle ear and in the mastoid process, occurs 
more frequently as a complication of influenza than 
of other constitutional diseases. 

Operative interference depends upon the otoscopic 
appearances and the local symptoms. If spontane- 
ous resolution does not take place early, free in- 
cision of the drum membrane is demanded; and 
where tympanic drainage is not sufficient to relieve 
the pathologic condition within the mastoid an 
early mastoid operation offers the best opportunity 
for conserving the function of the organ of hearing. 

ELLEN J. PATTERSON. 


Patton, W. T.: Double Cavernous Sinus Throm- 
bosis Following Obscure Mastoiditis. 
M. J., 1916, ix, 1073. 
The interesting points in the case reported by the 
author are: 


South. 
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1. There was evidently considerable irritation 
of the meninges. 

2. At no time was there an apparent involvement 
of the middle ear until after mastoidectomy. 

3. The meningeal irritation cleared up after the 
mastoid was drained. 

4. There was a sudden involvement of the left 
eye, first with pus in the anterior chamber and later 
exophthalmos. 

5. As was expected, there was involvement of the 
right eye, making a typical picture of double cavern- 
ous sinus thrombosis. M. Rorrt. 


Pont, A.: Auricular Prosthetics (Prostesi auricolare). 
Ann. di odont., Roma, 1916, i, 614. 


The surgical restoration of the pavilion of the ear 
when it is completely or almost completely lost 
seems to be almost impossible. 

Prosthetical apparatus of rubber metal or ceramic 
have been constructed for such cases, secured in 
place by special retention appliances, some of which 
were formed of gold wires covered with soft rubber 
and acting as a spring in the external auditory canal 
and by a steel wire resembling the frame of 
spectacles, which extended from the posterior face 
of the artificial ear to the top of the head, bending 
over it; in other cases the prosthetic apparatus was 
secured by screws or clamps passing through holes 
artificially made in the remaining pavilion stump; 
or the apparatus was constructed in two parts 
entering one into the other, like a box in its cover, 
and imprisoning the stump. 

As these apparatus presented many difficulties, 
Pont resolved to use plastic paste, which had al- 
ready given him excellent results in nasal prosthetics, 
in cases of total or partial loss of the pavilion of the 
ear. He relates the particulars of two cases thus 
treated. 

Partial or total prosthesis is accomplished by the 
same method. An impression of the auricular 
region is taken; on the model made from this an 
artificial ear is made of wax, from which a mould is 
constructed in two parts; plastic paste is then 
poured into this mould in a melted state. After 
half an hour the ear is taken off the mould, and 
_— being trimmed it is fitted in place with special 
glue. 

If it is a total prosthesis the artificial ear must be 
provided with a large base, which while covering 
the cicatrized tissues will also secure retention in the 
best way. 

The mould is given to the patient so that he can 
change the prosthesis whenever necessary. 

W. A. BRENNAN, 


SURGERY OF THE NOSE, THROAT, AND MOUTH 


NOSE 


Maclay, O. H.: Chronic Ethmoiditis and Its Treat- 
ment. TJilinois M. J., 1916, xxx, 342. 


Ethmoiditis may be classified as the chronic catar- 
rhal inflammatory or hyperplastic type and the 
suppurative type. | 

The hyperplastic type is characterized by symp- 
toms of chronic coryza: headache, distressing in 
character, at the base of the nose, between the eyes, 
and extending backward over the head, not in- 
fluenced by stooping or jarring, but influenced by 
fatigue; secretion clear and watery; loss of sense of 
smell; subjective unpleasant odor; granular pharyn- 
gitis; and asthma. 

In the suppurative type patients complain of 
headache extending to the neck and occiput; crust- 
ing and increased secretion in nose and nasopharynx; 
granular pharyngitis; hacking cough — with all 
symptoms much aggravated by cool, damp weather. 

Diagnosis is made by a careful and exhaustive 
nasal examination together with the previous 
history. The examination is made under local an- 
esthesia by careful inspection and if necessary 
irrigation of the maxillary antrum and fracture of 
the middle turbinate. 

Treatment consists in exenteration of the ethmoid 
cells with careful after-treatment. 

ELLEN J. PATTERSON. 


Iglauer, S.: The Oblique Method of Roentgen- 
ography of the Ethmoid and Sphenoid Cells. 
J. Am. M. Ass., 1916, Ixvii, 1905. 

The technique advised is that of Rhese in which 
the patient lies on his side on the table with his face 
in contact with the photographic plate. The head 
is in contact with the plate at three points: the 
malar eminence, the outer edge of the supra-orbital 
margin, and the tip of the nose. The central rays 
go through the upper edge of the auricle, and are 
thus directed obliquely through the head, but 
vertically on the plate. Orro M. Rorr. 


Skillern, R. H.: Sphenoid Sinus; Present-day Value 
of Surgical Procedure. J. Am. M. Ass., 1916, 
Ixvii, 1896. 

The author reviews the subject under the following 
heads: (1) the indications for operation on the 
sphenoid sinus, (2) the various pathological con- 
ditions met with, (3) the individual methods and 
their values, (4) the possible accidents during 
operation, (5) the after-treatment, and (6) immediate 
and ultimate results. 

He summarizes the present-day value of the 
sphenoid operation in the following words: ‘While 


its curative value alone in sinus disease makes it 
invaluable to the rhinologist, the brilliant and 
dramatic results are those obtained when grave 
cerebral and orbital symptoms have supervened. 
Many cases of progressive blindness have been re- 
ported with recovery of vision. Many other ocular 
conditions as well as symptoms remote from the 
seat of infection have been cured by a timely radical 
operation on the sphenoid. 

“Sitting then in calm judgment on the merits and 
demerits of the endonasal sphenoid operation, one 
must necessarily come to the conclusion that on 
account of the almost uniformly brilliant results 
obtained and its comparative freedom from danger, 
it must be classed as a procedure that no rhinologist 
of the present can afford not to master.” 

Orto M. Rorrt. 


Hurd, L. M.: Intranasal Surgery for Relief of 
Chronic Frontal Sinusitis. J. Am. M. Ass., 
1916, Ixvii, 1816. 

All cases of chronic sinusitis in which there are 
no complications should be considered subjects for 
intranasal surgery. About 95 per cent of cases can 
be treated by this method. The contra-indications 
are intracranial and orbital complications and fistula, 
all of which should be approached by the external 
route. 

The first step in the technique is to enter the bulla 
ethmoidalis with a straight curette, breaking down 
its cells and then coming forward, obliterating the 
frontal and infundibular ethmoidal cells as far as 
the frontal process of the superior maxilla will allow. 
No attempt is made to entirely clean off the orbital 
wall with the curette, as puncture of this wall = 4 
lead to haemorrhage or infection of the orbit wit 
resulting danger to the eye. At this point a larger 
opening will be found into the frontal sinus, because 
some of the ethmoidal cell walls had formed part 
of the funnel-like floor of the frontal sinus about 
the ostium. The author then uses the angular 
curette and forceps of Greunwald to clean out the 
passage and to remove the remaining ethmoidal 
cells. With the angular curette the frontal sinus 
is entered. 

For after-treatment the author applies bismuth 
paste douches with aqueous solution and applies 
solution of silver nitrate and sodium chloride. 
The paste is injected daily until the discharge ceases 
when white petrolatum with a melting point at 90° 
F. is injected to dilute the paste, and the sinus is 
finally douched with normal saline solution at 115° 
F., which removes the remaining paste and petro- 
latum. 

In very obstinate cases, solutions of silver nitrate 
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can be used, increasing the strength from one to 
five per cent, first anesthetizing the sinus, then 
passing a cannula into the sinus for the silver 
solution and at the same time another larger 
cannula into the nose for the solution of sodium 
chloride, and simultaneously filling the nasal cavity 
with salt solution and the sinus with silver solution, 
so that as the silver solution returns into the nose it 
is converted into silver chloride and has no further 
action on the mucosa. Otto M. Rorrt. 


THROAT 


Voorhees, I. W.: The Faucial Tonsils in Singers. 
N. Y. M. J., 1916, civ, 1183. 

From an analysis of 5,000 tonsil operations in 
singers the author concludes that in the hands of 
skilled operators there need be no special fear of 
bad results, which are due to cicatricial contractions 
occurring from careless dissection; that pain in the 
tonsillar region, neck, and larynx is probably due to 
section of some of the larger branches of the glos- 
sopharyngeal nerve, and loss of singing voice 
which occurs rarely after tonsillectomy may be due 
to a nerve lesion, but more likely to adhesions and 
cicatrices in the fauces. 

A singer should be operated upon by a laryngolo- 
gist who has some knowledge of the art of singing 
and who can operate with great skill and carry 
out careful postoperative treatment. 

ELLEN J. PATTERSON. 


Lewis, P. M.: Tonsillectomy Under Novocaine. 
Med. Rec., 1916, xc, 1116. 


The author advocates the use of novocaine in 
tonsil work only in adults of a phlegmatic tempera- 
ment where the patient is given his choice of a local 
or general anesthetic. 

The advantages of tonsillectomy under novocaine 
are that the patient sits in the upright position with 
the mouth open without mouth-gag or tongue- 
depressor, and can expegtorate all blood; the opera- 
tion is painless if the tissues are properly anzsthe- 
tized; hemorrhage is insignificant both during and 
after operation and the patient can go home alone 
immediately after the operation. 

The technique is as follows: after anesthetizing 
the peritonsillar tissues with a 4 per cent solution of 
cocaine, an application of a 10 per cent solution is 
made to allay the pharyngeal and faucial reflexes. 
A 2 per cent solution of novocaine with a few drops 
of adrenalin is then injected into the tonsil, the an- 
terior and posterior pillars, and the edges of the 
tonsil. After the tonsillectomy one-fourth to one- 
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eighth grain of morphine is administered hypoder- 
matically to check the hyperactivity of the salivary 
glands and decrease the tendency to frequent at- 
tempts at deglutition with the idea of preventing 
hemorrhage. ELLEN J. PATTERSON. 


Marshall, W.: General Surgical Principles as 
Applied to Tonsillectomy. Laryngoscope, 1916, 
XXVl, 1374. 

The surgical principles mentioned are: 

1. No individual should be operated upon, unless 
it is an emergency case, without a complete report 
being made of his complaint, personal history, 
and physical condition. 

2. The parts attacked should be at rest. This, 
however, must never be secured at the expense of 
the patient’s safety. 

3. Good illumination and a thorough exposure 
of the field of operation are essential. 

4. The integrity of the surrounding structures 
should be preserved. 

5. All bleeding points should be promptly cared 
for and general surgical methods of handling bleed- 
ing areas adopted. 

6. Operations should be done with dispatch, but 
never at the cost of thoroughness or safety. 

Orto M. Rort. 


Lack, H. L.: An Improved Operation for Intrinsic 
Malignant Disease of the Larynx. Lancet, 
Lond, 1916, cxci, 827. 

After making a curved horizontal incision across 
the larynx at the level of the cricothyroid membrane 
and freely exposing the upper edge of the cricoid 
ring and half of the thyroid cartilage, the author 
divides the thyroid cartilage in the median line 
from its lower edge nearly to the notch in its upper 
border with a small saw. Extending this incision 
backward at right angles just below the upper 
edge of the thyroid and then vertically near the 
posterior edge of the cartilage, he marks out a 
square of cartilage, leaving intact both the posterior 
and upper borders of the thyroid. Removing this 
square of cartilage and arresting all hemorrhage, 
he opens the larynx in the median line through the 
cricothyroid membrane following the line of the 
first incision and extends the incision backward 
along the lower border of the cricothyroid membrane 
as close to the cricoid ring as possible, thus making 
a triangular flap through which the growth is re- 
moved from the larynx. 

The advantages of this operation are that it is 
safer and more thorough than the ordinary thy- 
rotomy. ELLEN J. PATTERSON. 
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